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SUMMARY 
The study was carried out to as es the health care status of 148 
high risk mothers , in Temerloh District , Pahang Darul Makmur . 
This study revealed that there was still a number of unsafe deliveries 
(5.4% ) amongst the high risk pregnant mothers despite the various 
strategies that had been implemented to ensure safe deliveries and reduce 
maternal mortality . 
Prccclampsia , anaemia, overdue and history of postpartum 
were the commone t ri k factor identified among the 
mothers. 
haemorrhag 
high ri k 
52.8% of mothers with primary education or without any du iati n 
were of parity 5 and above, while only 13.2 CA of mother who had 
a minimum of lower ccondary education had a parity f 5 and ab v . 
37 % of the rural mother had a parity f 5 and ab 
only 20 Ck for mother who were living in th' urban area , had a 
parity of 5 and above. 
The average 
of times th 
tim 'S. 
ant 'natal vi sit wa l 0.1 times and th 
th, M di al 
a 'rag' number 
ffi r \ ~ 3. moth ir w ere re i 'W id by 
ll 
48.1 % of the rural mothers made a total of 11 or more visits to the 
clinic, while only 20 % of the urban mothers had 11 or more visit. 
Mothers with lower parity inclined to make more visits . 62.3 % of 
mothers with parity 0-2 had a total of 11 or more visits , 
compared to 35.4 ~ that of mothers with parity 5 and above. Only 
2.7% of the mothers made their first antenatal visit at or before 12 
weeks of gestation. 
Home vi it carried out by the health staffs after the risk factors 
were not satisfactory as only 43.2 ~ of the high risk mother were 
visited. 
2 out of the 148 mother under tudied were not given any advi 
for ho. pital delivery although th y were identified to be from th' 
high risk group. nly 73.7 ~ of the mother had ho pital deli cri ', . 
The study also reported that 9 .7 ~ f the m thcr wcr gi en 
domiciliary po tnatal nur ing care and the av rag' number f p smatal 
visit was 4.7 time .. 
Mothers knowledge n the ri, k fact rs n 'Cd t be irnpr id in th' future . 
52.7 % of the m th 'r, were ah!' t id ntif y l - 4 
identified 5 - 9 risk fact rs , I 0. <ft id mtifi zd 
31.l<k 
lll 
10 - 14 risk factors and only 5.4 % were able to identify 15 or more 
risk factors. 
91.2 % of the mothers were advised to practise family planning by the 
health staff . Acceptance of family planning is still not very satisfactory, 
considering that the mothers are from the high risk groups . 
Amongst the mothers studied only 
intend or had already practised 
73.7 % of the high risk mothers 
family planning . Out of this , only 
65.1% 
while 
of these mother 
12.2 ~ do not 
arre using effective family planning method , 
intend to practise any form of family 
planning. 
Mother play an important role in making deci ion regarding th' h calth 
care they get with omc influence of other uch a, th' h ialth 
personnels, hu band and other family members. 
Educational level i found to be one of the mo t important fa t r that 
has an influence on the health care of the high ri k m th r f 11 w zd 
by residence of mother and the m nthly hou: zh ld in me . 
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INTRODUCTION 
Every human being on this earth struggle to improve their quality of life and one of the 
basis to a better life is good health. In the developing world women and children 
comprise three-fourths of the population ( 1 ) and females of reproductive age group 
(15-49 years) represent 20% of the world's population ( 2 ). 
Womens' and girls' health are needed because they contribute critically both to the 
family health and survival. Women's health needs differ from men's needs due to sex 
(biological differences) and gender. Women's biological capacity in terms of human 
reproduction have led to women being the most frequent users of health service . 
Gender needs on the other hand, emerge from the socially con tructcd role a crib cd to 
women ( 3 ). Women' contribution and productivity arc vi ihlc not only in the infant 
they nurture, but in the food they grow, harvest and cook; in the variety of go d th y 
produce and market; in the teaching and care of their children; in th many ta, k, th y 
perform everyday to crvc their Iarnilic and communitic . 
Mother during their pregnancy and delivery may face high rL k ituation which can 
lead to morbidity and mortality. Maternity care i thu e ntial in th' promotion I 
maternal health and should cover care during pregnancy, labour, pu 'rp eriurn, are of 
the newborn and maintenance of lactation( 4 ). Family planning anoth ·r 
important component of maternal health. 
Increased u, ' of iffcctivc contrac ipti • m ithod: low irs th' numb ·r of birth s. umh ·r 
of worn in dying can h · 1 iwcr .d h r .ducing the risk asso iat .d v ith pt •gnan · and the 
numb ·r of unwanted pregnancies thr mgh \ idcr us f Iarnil planning. 
-1- 
It is estimated that 130 million births take place in the world annually, that is at a rate of 
about four births per second ( 5 ). World Fertility Survey estimates show that some 
300 million couples around the world would like to postpone pregnancy or avoid it 
altogether, but have no access to family planning services. It is also estimated that 
maternal deaths in many developing countries would be reduced by 25% to 40% if all 
women in the world who explicitly say that they want no more children were using a 
contraceptive method effectively ( 6 ). 
MATERNAL MORTALITY. 
Maternal mortality in the developing world is a neglected tragedy. The World Health 
Organisation e timates that annually about half a million mothers die in the developing 
countries due to complications of pregnancy, abortion and childbirth. The maternal 
death rate in the developing countrie is between 100 - 300 per t00,000 liv 'births or 
more. This is very high when compared to the developed countric where the rate i 
only 2 - 9 per 100,000 livcbirth ( 6 ). 
The World Health Organi ation estimate that a women in the developing world has an 
average lifetime ri k of dying due to maternity-related cause 
Table 1 : Maternal Mortality per 100,000 livebirth 
in selected countries. 
MMR (per 100,000 livebirths) 
Country 
1966 
Year 
1972 1982 
Mauritus 108.1 176.4 90 
Canada 34.8 15.5 2 
Chile 239.4 178.5 55 ( 1983) 
Cuba 58 ( 1974) 56 
Hongkong 43.3 19.9 1 
Japan 93.3 40.6 15(19 3) 
Thailand 298.2 222.4 81 ( 19 1) 
Philippines 131 ( 197 l ) 90 ( 1983) 
Portugal 83. l 55.0 22 
Singapore 21 ( 1971 ) 5 ( 1 l ) 
Sweden 11.3 7 .1 4 
Source : World health Stati tics Rep rt, Vol 22, N . 6 ( 196 ) 
World Health Stati, tics Annual, V l I ( l972) 
Vital Statistics and au. ' of D ath, G zn eva WH ( 1 7 5 ) 
Maternal M rtality Rat 'S: A tabulation of Available 
Informati in , WHO ( It 86) 
150 to 300 times higher than those from developed countries ( 6, 7, 8 ). Table 1 
illustrates the disparity between some selected developed and developing countries. 
In United States, although the MMR had continued to decline, it was noted that the 
MMR among the black mothers had increased sharply between 1980to1985. The ratio 
between the white and black mothers in 1985 was almost 1 : 4 favouring the white 
mothers. Besides that, it was also noted that older mothers ( more than 40 years old ) 
have 2 - 5 limes the risk of younger mother. In 1985, the reduction in MMR in United 
States was due to the fact that 99.0% of the deliveries were instutionalised births of 
which 96.7% were attended by physicians, compared to 88.0% hospital and 55.8'n 
hospital deliveries in 1950 and 1940 respectively ( 9). 
An analysi of maternal mortality in Sweden from 1945 -1980 , howcd that th' 
reduction in maternal mortality wa cau ed by a decrca e in maternal age and this wa 
repre ented by a f-shape curve ( 10 ). 
In the United Kingdom, the maternal mortality rate also had dccrc: cd trcmendou ly. 
Maternal mortality rate in United Kingdom for the pa t few de ade arc hown in Table 
3 . It was reported that maternal mortality wa clo ly related to mat zrnal age and 
parity. MMR was highe t among th c in the 40 year age gr up and ab c and parity 
of 5 and above and lowest in the 20 - 24 year age group with parity of 2 and 3 ( 11 ). 
- I- 
Table 2 : MMR in UNITED KINGDOM 1955 - 1987 
Year MMR ( per 100,000 LB ) 
1955 - 1957 
1964 - 1966 
1973 -1975 
1982 -1984 
1985 -1987 
67.1 
33.3 
18.2 
9.3 
7.6 
Source: Report on Confidential Enquiric into Maternal Deaths in United 
Kingdom 1985 -1987 
.5. 
MMR in Africa is the highest in the world with rates of up to 1,000 per 100,000 
-Iivebirths . A study carried out in 4 Gambian villages between 1982 andl983 showed 
that MMR is more than 2,000 per 100,000 livebirths ( 12 ). 
In 1972, the Danfa project in Ghana estimated that the MMR is about 400 per 100,000 
livebirths ( 13 ) and a study in rural area in Sine-Saloum, Senegal in 1962 - 1982 
showed a rate of 700 per 100,000 livebirths. In Africa, the high MMR are compounded 
by high fertility where the average number of livebirth per woman is 6.4 ( 14 ). 
A study on maternal death in Jamaica in 1986 - 1987, showed an incidence rate of 11.5 
per 10,000 livebirth. Hypertension was the major cause of death 
followed by haemorrhage and infection. The risk of maternal death was lowe tin area 
with access to a pccialist hospital and highest in areas with no obstetricians. There wa 
also an increase in the number of maternal deaths with advanced maternal age and high 
parity ( 15 ). 
A study in Saudi Arabia indicated that age and educational level of moth r w ''I"' om" 
of the factors that influenced the choice of the place of delivery ( 16 ). 
Southern Asia also had a very high mortality rate. tudi ", in Bangladc h found rat 
of approximately 600 per 100,(XX) livcbirth ( 17 ). In rural 
Andra Pradesh, India, a 1984- 19 5, tudy found a rat I 74 per 100,000 
livcbirth ( 18 ). , outh Asia with its d .nsc population and high rn rtalit rat , 
-6- 
accounts for 59 % of world's maternal deaths and 41 % of the world's birth. The 
MMR in Hong Kong and Singapore was almost the same as the developed countries 
that was 6 per 100,000 and 11 per 100,000 respectively ( 7 ). Malaysia reported a 
MMR of 0.20 per 1,000 livebirths in 1989 ( 19 ). 
In Japan, Maternal Mortality Rate and Infant Mortality Rate had decreased 
tremendously during the past few decades as seen in Table 2. Most of the improvement 
were due to the fact that in Japan, all deliveries were safe deliveries. In 1989, 97 .8% 
were conducted by physician and only 2.1 % by midwives. Out of this, 55.8% took 
place in hospitals, 42.9% in clinics, 1.2 % in maternity homes and only 0.1 % took 
place at home ( 20 ). 
Another study conducted at T an Yuk Ho pital, Hong Kong regarding maternal death, 
that occurcd between 1945 to 1983 showed that, there were changes in trend. in th 
cause of maternal death in major referal hospitals during the period of 39 year . 
Incidence of maternal deaths due to haemorrhage, infection and prccclamps ia/cclamp ia 
had shown a significant decline. The study also indicated that maternal age and parity 
were also factor which were as ociated with maternal death ( 21 ). 
A study on maternal mortality amongst the rural rnalay in We, t Malay ia in 1 69, 
showed that the incidence of maternal death wa highes t among th' malay . The 
rca: ons that contributed to this high mortality was that many I th', ' m th 'r 
the rural areas where provision or m xlical , 'I' ic 'S and train ·d manp \: r \l a. 
inadequate and poor ( 22 ). 
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Table 3 : MA TERN AL and INF ANT MORTALITY RATE IN JAPAN. 
YEAR IMR (per 1,000 LB) MMR (per 100,000 LB) 
1900 155.0 436.5 
1910 161.2 363.6 
1920 165.7 353.4 
1930 124.1 272.5 
1940 90.0 239.6 
1950 60.1 176.1 
1960 30.7 130.6 
1965 18.5 87.6 
1970 13.1 52.1 
1975 10.0 28.7 
1980 7.5 (18.5) 20.5 
1985 5.5 ( 13.7) 15.8 
1986 5.2 ( 11.8) 13.5 
1987 5.0 ( 10.5 ) 12.0 
1988 4.8 ( 8.1) 9.6 
1989 4.6 ( 9.4) 10. 
1990 4.6 ( 7.2) .5 
Source : Maternal and hil<l Health taiistic f Japan. M H di i i m, 
hildrcn and Fam iii', Bur au, Ministry of lI .alth and 
Welfare .Japan 1991. 
No. in ( ) ur · dir • ·t obst Irie d •aths lisl ·tl. ipurut •ly. 
A Malaysian Population and Family Survey conducted in 1984 -1985 showed that only 
7% of women started their first antenatal visit during the first trimester. The educated 
mothers and those living in urban areas attended the antenatal check up much earlier. It 
was also noted that the risk of pregnancy complications is associated with increase in 
age ( 23 ). 
In Malaysia, the MMR had shown a decreasing trend . The causes of maternal deaths 
had changed over the years. In 1984, the major causes of maternal deaths was post 
partum haemorrhage and retained placenta followed by preclampsia and eclampsia ( 24). 
However in 1989 the leading cause of death was related of medical conditions 
followed by puerperal sepsis and Septicaemia ( 25 ) as seen in Tables 4 and 5 . 
_l - 
Table 4 : Maternal Mortality Rate (per 1,000 livebirths) 
by state in Malaysia 1989. 
State MMR (per 1,000 livebirths) 
P. Malaysia 0.20 
Perlis 0.21 
Kedah 0.17 
Pulau Pinang 0.05 
Pcrak 0.26 
Sclangor 0.13 
Negri Scrnbilan 0.06 
Mclaka 0.00 
Joh or 0.20 
Pahang 0.53 
Trengganu 0.19 
Kclantan 0.25 
Sa bah 0.25 
Sarawak 0.12 
, ourcc : Information and Do .umcntation S yst .m nit, 
Ministry of 11 'alth Malaysia , It 91. 
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Table 5 : Major causes of Maternal Death in Malaysia 1984 and 1989. 
No. of cases 
Causes of death 
1984 1989 
PPH and Retained Placenta 46 13 
PET and Eclampsia 39 11 
PPH 38 14 
Embolism (pulmonary, amniotic, 22 24 
cerebral) 
Other causes 20 14 
Unknown 14 11 
Causes related to medical condition 13 23 
Causes related Lo heart condition 11 19 
APH 8 5 
Post Pattum Infection/Septicaemia 6 21 
Abortion 3 2 
Total 218 157 
Source: Annual Report 1983/84, Ministry of Health Malay, ia 
Annual Report 1989 , Ministry of II .alth Malay, ia. 
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OBJECTIVES 
GENERAL OBJECTIVE. 
1. To study some factors affecting the health of high risk pregnant mothers. 
in relation to their socio-economic status. 
SPECIFIC OBJECTIVE. 
1. To describe the demographic profile of high risk pregnant mothers in 
relation to their socio-economic factors such as age, education, 
occupation, ethnic group, hou ehold income, place of residence, age at 
first marriage and first childbirth, parity, birth interval and type of 
family structure. 
2. To analyse age of mother at fir t marriage and birth of first child in 
relation to education and ethnic group of mother. 
3. To observe the relation between gestational period at fir t antenatal 
and the number of antenatal vi it in relation to socio-economic statu . 
4. To de cribe the common risk factors identified in the high risk 
pregnant mothers. 
5. To determine the number of refcral and adrni sion of high ri k 
pregnant mother to hospitals. 
6. To describe the reasons for refu: al for ho pital admis ion among high 
pregnant risk mothers. 
7. To determine the percentage of hospital and homed iliv erics am ng 
high risk pregnant mothers. 
8. To com par' th' place or d ·Ii r \ ith socio- .conomic fact irs and 
demographic profile. 
-1 ... - 
9. To find out reasons for choice of place of delivery and personnel who 
conducted the delivery for the high risk pregnant mothers. 
10. To describe the availability of public transport and the type of 
transport used by mothers to visit the health facilities. 
11. To describe mother's opinion regarding hospital and ambulance 
services. 
12. To determine the percentage of mothers receiving postnatal nursing 
care and the number of postnatal visits done by the health staff. 
13. To assess mother's knowledge regarding high risk factors in association 
with mother's ocio-economic background. 
14. To describe the acceptance of family planning and type of methods used 
by high risk pregnant mothers in relation to their socio-economic 
status. 
15. To formulate recommendation and propo als to further improve the 
health status of high ri k pregnant mother in the di trict. 
-1. - 
PROFILE OF THE STUDY AREA AND POPULATION. 
A. THE STUDY AREA. 
1. Geographic location. 
Temcrloh health district is one of the largest district in the state of Pahang. Temerloh 
health District comprises of two administrative districts namely Temerloh and West 
Maran. It cover a total land area of 587,200 hectares with 15 Mukims and 342 
'kampungs' (villages). In addition, it has 56 Orang Asli (aborigines) settlement with 
a population of 5,738 people who are scattered in the remote areas of the district. Their 
welfare arc under the Department of Aborigine Affairs, Ministry of Home Affair . 
Tcmcrloh has a tropical climate as in other parts of Malay ia. It ha two casons, wet 
from November till March and fairly dry through out the re t of the year. During the 
monsoon season, ome parts of the di trict arc affected by the flood c pecially the 
areas along the Pahang River and its tributaric . The av rage annual rainfall i 20.3 m 
and the average temperature i rte: 
2. Administrative profile 
The district is ad mini tcrcd by the Tcmcrloh Di trict offi c head cd by th' Di tri t 
fficcr who is responsible for all the admini trative matter . Th' maj r town in the 
district arc administered by the local authoritic . whereas th' land d' iloprn ent 
schemes arc managed by , tatuory 
-1 i, 
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bodies such as Lembaga Kemajuan Wilayah Jengka ( LKWJ ) and Development 
Authority of Pahang Tenggara (DARA) and also various land schemes under Federal 
Land Development Authority ( FELDA ). 
3. Demographic Profile 
Based on the 1991 census ( preliminary report ), the population of Temerloh Health 
Di trict was 295,013 of which 73.5% are Malays, 20.1 % Chinese, 6.3% Indians and 
0.1 % other ethnic groups ( 26 ). Rate of growth is estimated at 3% per annum. The 
female in the reproductive age group ( 15 - 44 years ) comprised 21.0% of the total 
population of the district ( 27 ). The male female population ratio was 1 : 1.04 ( 26 ). 
4. Socio-economic profile 
The economy of Tcmerloh is dependent mainly on agriculture and to a le, er extent on 
small industries and service . 80.6% of the total land i suitable for 
cultivation, but only 36.6% is cultivated. 96% of the cultivated land arc under rubb r 
and oil palm while the remainder are planted with cocoa and other ca h crop ( 28 ). 
Most of the industries in Tcmerloh arc based on oil palm procc ing, engin nng 
works , wood proces ing and to a le scr extent food manufacturing. 
About 60% of the working population arc engaged in the agricultural sc t r. Th 
unemployment rate in Tcrncrloh in 1985 was 5.3o/c a. compared to 7 .2'7< in th ir par 
of Pahang ( 28 ). 
- I - 
The poverty rate for Temerloh in 1980 was 17.3% compared to 15.9% for the state of 
Pahang. The average per capita income per month is M$800.00 ( 27 ). 
95% of the people in Temerloh enjoy electricity supply provided by the 
National Berhad " ( 28 ). 
"Tenaga 
About 88% of the population in Temerloh received safe water supply from the Public 
Works Department. Areas which do not receive safe water supply are villages situated 
along the Pahang River and certain Orang Asli settlements. 
5. Transport and communication. 
The main means of transportation is by land and river. 
Land transportation is by road with 3 main network of roads available. S condary 
roads arc built by the tate to serve mo t land settlement area and tertiary road ar 
available in various villages and estates. 
There is also a railway line tran versing from Bahau to malltown within th di trict 
namely Kemayan, Triang, Mcngkarak Mcntakab, Kuala Krau , Jerantut and finally to 
Kola Bharu. 
Small boats arc another mean: of trans portation especially to certain traditional illag 
in Kuala Krau, along the Pahang River. 
- l 9- 
B. MEDICAL AND HEALTH SERVICES. 
There is a 300 bed district hospital in Mentakab which functions as a referal centre for 
the district of Temerloh, Maran, Jerantut, Ben tong, Raub and Li pis which are located 
on the Western side of Pahang. The hospital has a surgeon, physician, obstetrician, 
paediatrician and an opthalmologists but no anaesthetist. The hospital is equipped with 
an operation theatre and blood bank services. Flying squad service is still not available. 
The hospital has a maternity wing with 72 beds of which 48 are for the obstetric care . 
~I 
and 24 beds for gynaecolofal problems. The bed occupancy rate is 104.8% and the 
average hospital stay for both obstetrics and gynaecology cases is 2.8 days. The unit is 
manned by a consultant obstetrician with the assistance of 4-5 medical officers at any 
one time. Besides the medical staffs, there is a sister in charge, 12 staff nurses and 21 
midwives who provide nursing care to the patients. Most of the complicated cases are 
reffcrcd to the General Hospital in Kuantan which is about 135km. away. 
The district health office is located in Temerloh and is re ponsible for the planning, 
organising, administrating, implementing and evaluation of all the health program of 
the Ministry Of Health. The health ervices of the district i delivered through 1 
"Sick Bay" , l Maternal and Child Health Clinic, 4 Health Centre , 7 Health Sub- 
centres, 52 Communtiy Clinic , 11 Midwifery Clinic and 7 Temporary Community 
Clinics. 
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The various rural health programmes available to the communities to the communities 
and carried out include maternal and child health, medical care, pharmacy, control of 
communicable diseases, environmental sanitation, public health nursing, dental health 
services, health education of public and laboratory. 
1. Health Personnels 
The district health office is managed by a senior district Health Officer and he is 
assisted by a junior district health officer. Besides these senior staffs, 12 Medical and 
Health Officers are directly responsible for the delivery of health care in the district. The 
nursing personnels consist of 40 staff nurses and public health nurses, 54 assistant 
nurses, 40 community nurses and 59 midwives form the backbone of the maternal and 
child health I family palnning ervices and they are supervised by 3 public h alth 
sisters. 
Besides the trained nurisng per onnels, there are 242 Traditional Birth Attendants 
{TBA ) in the district of whom only 43 are registered with the Mini try of Health. 
Services by the TBA's arc till popular with the people especially in the traditional 
villages, land settlement chcme and the Orang Asli Settlement. 
In addition to the government medical and health Iacilitie , there are 29 pri av linic 
and l Maternity Home in the di trict whcr mother an ck and obtain maternity care. 
2. Maternal and Child Health Services 
In 1923, legislation for the control in the practice of midwifery in the Straits Settlement 
and subsequently in other states of the Malay Peninsular was introduced. 
Maternal and Child Health Services came in force as an essential component of the 
National Health Development Programme in 1956 with an extensive development of 
health infrastructural facilities in the form of Rural Health Units each catering for 
50,000 population each, organised on a 3 tier rural health service referal system for 
Maternal and Child Health Care as shown in Figure 4. Dental care and outpatient care 
arc also offered at Main Health Centres and Health Sub-centres ( 1 : 10,000 population) 
) 
as well as domiciliary delivery from midwifery clinics ( 1 :2,000 population ). In the 
fifth Malaysia Plan, the 3-ticr rural health service was modified to 2-tier rural health 
service (sec Figure 5 ) with the Health Centre catering for 15,000 - 20,000 population 
and Community Clinic serving a 2,000 - 4,000 population. 
In 1964, Maternal and Child health Unit was officially established in the Mini try of 
Health headquarters but was dis olved a year later. It wa then recstabli hcd in 1971 
and continued to be re ponsiblc for the development and expansion of Maternal and 
Child health Service in the country. 
Strengthening of Maternal and hild Health Unit took place between 1973 and 1974 
with new strategics and programmes designed to tackle pccific 
FIGURE 4 A THREE - TIER RURAL HF.ALTH SERVICE 
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- 23 - 
FIGURE 5 : A TIO - TIER RURAL HEALTH SERVICE 
HC. - HEAL 111 CENTRE 
(15,00()..20,000 POPULATION) 
KD. - RURAL CLINIC 
(2, 000-4,000 POPULATION) 
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health problems to fill in the gaps of the exixting services. Posting of State Maternal 
and Child Health Officer was done in 1974 followed by posting of State Nutrition 
Officer in 1976. In Pahang, the State Maternal and Child Health Officer was appointed 
in 1975. 
The Maternal and Child Health I Family Planning programme form the major 
component of the rural health services in the district. The main activities carried out 
under the Maternal and Child Health Programmes are Maternal Health Care, Child 
Health Care, School Health Services, Nutrition, Family Planning, Home Visits and 
Health Education. 
3. Maternal Heal th Care Services 
3. I . Antenatal care 
At the first antenatal visit, the mother is registered, where the mother' biodata, ba ic 
socio-economic data , previous obstetrics, medical and information about the current 
pregnancy is taken by the assi tant nurse. Basic measurement like height, weight, 
blood pressure and routine urine for albumin and sugar, blood haemoglobin are 
examined and recorded. Beside that, blood grouping, rhesu factor and VDRL i done 
on a routine basis. Phy ical and obstetric examination are then carried out by th 
nursing personnels . Mother are u ually given hacmatinic . 
Follow up of mothers i done at monthly interval till 2 we k of g estation after which 
mothers arc then sc 'n every f rtnight till . 6 we k. 
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pregnant and then weekly until the date of delivery provided there is no complication 
detected during this period. In addition, mothers are also examined by the doctor at 
least once during the pregnancy except for the primigravidas whereby mothers are 
examined twice by the doctor, once during the first visit to the clinic and again during 
the third trimester. After the routine check up, mothers are appropriately coded by the 
health personnels as scheduled by the guideline in management of high risk cases in 
pregnancies( see Annexe 2 ). Codings are then reviewed during each consecutive visit. 
Antenatal check up will not follow the normal schedule if any complication develops, 
but will be monitored based on the severity of the condition. Health education in form 
of advice, health talks or demonstration are also given by the health personnels. 
However, if the mother cannot be managed at the health centre level, she will then be 
rcfcrcd to the specialist at the hospital who will take over the case for for forth r 
management and care. 
The mothers arc also given tetanus toxoid immunisation, two doses for prirnigravida or 
mothers who had not been given tetanus immunisation and a boo tcr do c for other . 
Nutrition supplement such as full cream milk supply are al o given to mothers who are 
found to be anaemic and who come from the lower income group (monthly hou ehold 
income of less than $350.00 ). 
Home visits arc done by health per onnel to a se mother's horn nvironm ent and 
for suitability for home delivery. When mother default 
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her appoinment home visit is done by the nursing personnel. Home visit is also carried 
out by the medical and health officer in charge of the operational area when necessary. 
3. 2. Domicilary delivery 
Mother who develop no complications are coded white, and are allowed to deliver at 
home provided the home conditions permits home delivery. Certain basic amneties 
must be available such as availability of appropriate space, clean environment, 
electricity and safe water before the delivery is allowed to be conducted at home. 
However, if a mother develops complications during pregnancy, labour or after 
deli very, then she will be ref ered to the nearest hospital for further management. At 
times few mothers utilise the local traditional birth attendants. The birth attendants are 
trained and registered to ensure practice of cleanliness and hygienic conditions and also 
advised to seek the help of government midwife' when the mother is in labour. 
3. 3. Postnatal Care 
Post natal care nursing is carried out at home on Day 1, 2, 3, 4, 6, 8, 10 and 20 after 
delivery. Mother delivered at the hospital are also provided with domiciliary po tnatal 
nursing after she is discharged. Among the services provided during th po tnatal 
nursing arc routine examination of the mother 
such as recording basic vital sign , recording blood pre ure and e amination of th 
lochia. The baby i weighed and monitored for ign any I 
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complications such as neonatal jaundice, failure to thrive etc. If either mother or baby 
develops complication, then they will be refered to the hospital. Besides providing 
postnatal nursing care, health education is also given to the mothers. Topics given 
during the health education sessions include taking care of the breast, care of the 
newborn, diet, family planning etc. 
Six weeks after delivery, mothers are given an appointment for a postnatal check up at 
the nearest health centre. Here, a thorough physical and obstetric examination 
(including vaginal examination is carried out). Mothers are then encouraged to space 
their next pregnancy by adopting an effective method of family planning. 
Since the inception of Maternal and Child health services, the Ministry of health had 
introduced several strategics to upgrade the health status of the mothers. Between 1976- 
1978, integration of special programmes into MCH services were carried out namely 
the Family Planning Programme and the Applied Food and Nutrition Programme. 
Between 1978 - 1980, the Mini try of Health identified and developed community 
resources like traditional birth attendants and teachers who were trained in basic publi 
health care. One of the recent intervention was the 11 High Ri k 11 approach which was 
adopted by Malaysia in 1981 and by 1984 this strategy was implemented through out 
Peninsular Malaysia. The aim was to use it as a managerial tool 
to provide antenatal care for all but with pecific attention for tho e who n cd them 
most. 
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Under this strategy, all high risk pregnant mothers were tagged red based on the criteria 
developed by the MCH Unit of the Ministry of health. The identified group were then 
given special attention so as to ensure a safe delivery. In 1989, a coding system was 
introduced whereby mothers were given 4 different types of codes depending on the 
level of risk. The 4 codes were :- 
- White code No risk 
- Green code Must at least be seen by staff nurse 
- Yellow code : Must at least be seen by doctor at the 
health centre or hospital 
- Red code : Require immediate hospital admisssion 
In 1991 the guideline for this coding was revised ( Annexe 2 ). 
Another programme concerned in the reduction of maternal mortality was the " Safe 
Motherhood Initiative" which was first launched in Nairobi in 1987. This strategy was 
introduced in Malaysia in February 1990 with the objective of identifying factor 
contributing to maternal death and developing a plan of action based on local needs 
and availability of resources. Temerloh was choosen as one of the 4 health di trict in 
Malaysia for this programme becau e it had one of the highe t maternal mortality rate 
of l.02 per 1000 livebirths compared to 0.53 per 1000 livcbirth for Pahang and 0.20 
per I (X)O livcbirths for Malaysia re pcctively in 1989 (Figure 6 ). With th intr duction 
of this program, an active plan of action was formulated ba d on the i ting coding 
system and with special attention for the r d and yellow coded case . 
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Figure 6 : Maternal Mortality Rate ( per 1,000 livebirth ) 
in P. Malaysia, Pahang and Temerloh . 
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4. Maternal Morbidity Pattern. 
Pregnancy and its sequelae is said to be among the five leading causes of death for 
women aged 15 to 44 years. WHO also estimated that of the 500,000 women dying 
each year from causes related to pregnancy, 75% are due to preventable causes such as 
haemorrhage, severe anaemia, sepsis, obstructed labour and toxaemia ( 6 ). In Malaysia 
the leading cause of death in 1989 was due to medical conditions. However, the major 
cause of maternal deaths for Pahang in 1990 was haemorrhage and toxaemia and these 
two causes were also the main causes of maternal deaths in Temerloh health district for 
1990 and 1991. Most of these deaths are preventable deaths and new strategies need to 
be formulated to reduce the incidence of maternal mortality in the district. 
In 1990, out of the 6,955 new antenatal mothers registered at the medical and health 
facilities 4,854 ( 67 .8% ) were coded green, 1,718 ( 24.7% ) were coded yellow and 
176 ( 2.5 % ) were coded red, while in 1991 64.3% were green coded, 17.1% were 
coded yellow and 1.4% werecoded red. In 1990, 6 out of 7 maternal death occur d 
among those coded red and yellow ( 85. 7 % ) whereas in 1991 5 out of 7 
maternal deaths ( 71.4% ) were from those coded red and yellow . 
The coverage of antenatal mother (first visit) by public health facilities was 73.9~ for 
Tcmerloh Di trict in 1990 compared to 76.6% for Pahang for the same year (Figure 7) 
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Figure 7 : Coverage of Antenatal Mothers ( first visit ) by Public Health 
Facilities. 
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51.3% of the deliveries in 1990 in Temerloh district were delivered in the hospital, 
42.20% were home deliveries conducted by government midwives and 4.7% of the 
deliveries were unsafe deliveries. This was lower compared to the national figure of 
unsafe deliveries although hospital deliveries for Malaysia was higher than Pahang and 
Tcmerloh district respectively (Figure 8, 9 and 10 ). 
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Figure 8 : Deliveries Attended By Trained and Untrained Personnel in 
Malaysia 
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Figure 9 : Deliveries Attended by Trained and Untrained Personnel in 
Pahang 
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Figure 1 O : Deliveries Attended By Trained and Untrained Personnel in 
Temerloh District 
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Table 6 : Doctor Population ratio and Health Infrastructure 
Population Ratio in 1989. 
P. Malaysia Pahang Temerloh 
Doctor : Population 1 : 2,391 1 : 4,775 1: 5959 
Hospital Bed : Population NA NA 1: 596 
Health Centre: Population 1 : 35,220 1 : 20,183 l : 25,540 
MCQ I KD : Population l : 8,640 1 : 4,595 l : 3,373 
MCQ : Midwifery Cum Quarters I Midwifery Clinic 
KD : Klinik Desa I Community Clinic 
-. 7- 
METHODOLOGY. 
1. RATIONALE FOR CHOOSING THE STUDY AREA. 
Prior to joining the MPH course, the author held the post of the State Maternal and 
Child Health Officer for more than 2 years. As the State Maternal and Child Health 
Officer, the author was involved in planning, implementation, coordination and 
evaluation of the Maternal and Child Health programmes in the state of Pahang. 
Over the years, there has been an increase in both health infrastructure and health 
personnels in Pahang State and Temerloh District ( Table 7 ) . During the course of her 
work, the author noticed that inspite of the socio-economic development in the state and 
various strategics adopted by the Ministry of Health for the prevention of maternal 
mortality, Temerloh District recorded one of the highest maternal mortality in the 
country for 1990 and 1991. 
By undertaking this study, the author will be able to identify factors contributing to 
high maternal mortality in Temerloh District. To identify the factor contributing to 
maternal mortality, the author decided to study the health care of the high ri k pregnant 
mothers in Temerloh District. It is hoped that through this study, the level of care 
provided to the high risk pregnant mother will b evaluated and recommendations to 
further improve and trcng-xen th maternal care crvices can b plann d. It i al o 
hoped that the findings of this study can be applied to other di tricts in th tat' or other 
areas in the country facing similar problems. 
-. 8- 
Table 7 : Health Infrastructure and health personnels in Pahang 
State and Temerloh District. 
Pahang Temerloh 
Infrastruture I Personnels Year 
1975 1980 1990 1975 1980 1990 
Hospital Desa I Sick Bay 3 1 
MCH Clinic 2 5 5 1 1 1 
Main Health Centre ( MHC) 7 7 18 1 2 4 
Health Sub- Centre ( HSC) 23 26 26 6 7 7 
MCQ 155 100 60 41 24 11 
Klinik Dcsa ( KD ) 5 70 138 4 29 52 
Temporary MCQ/KD 1 20 36 1 6 7 
District Health Officer 10 10 10 2 2 2 
Med. & Health Officer 10 32 36 N.A. N.A. 12 
Hea1th Matron 1 2 3 0 0 0 
Hea1th Si tcr 9 12 14 l 2 3 
Staff Nur e 73 113 156 N.A. N.A. 40 
Assi tant Nurse 105 147 211 N.A. N.A. 54 
Midwife 216 253 24 N.A. N.A. 59 
ommunity Nur: ' 42 74 106 N.A. N.A. 40 
e. 
The other reason for selcting this study was that having worked as the State MCH ,.. 
Officer, the author was very familiar with the MCH personnels in the state and she will 
be able to get the cooperation and assistance of the local health staff in the collection of 
data for her study. 
2. COLLECTION OF BACKGROUND DATA. 
Demographic, socio-economic information and vital statistics for the study area were 
obtained from the Medical and Health Services Department, Pahang; Economic 
Planning Unit, Pahang; Temerloh Health Office; District land office and the Statistics 
Department. 
3. SELECTION OF STUDY POPULATION 
The study population were high risk mothers who had been coded red and yellow 
during the current pregnancy, and had delivered in the month of January and 
February 1992, irre pective of their delivery outcome. 
These mothers had their antenatal check up at the government health centre in 
Temerloh district. During the 2 months period, there were 964 delivcrie in the di trict, 
of which 166 ca es were coded red and yellow (127 ca es or 13.2~ were coded 
yellow and 39 or 4.1 % were coded red ). One of the red coded ca c re ult d in 
maternal death due to Prceclamp ia and heart failure. 
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4. ORGANISATION OF SURVEY. 
4.1.. Preparation of questionaire. 
The study was carried out with the aid of questionaire covering the socio-economic and 
heal th care of mothers. The question was prepared by the author after reviewing 
relevant literatures. Pre-testing of questionaire was carried out by interviewing all 
yellow and red coded postnatal mothers who attended post- natal clinic in one of the 
health centres in the state of Selangor. Several women were interviewed. These 
mothers had characteristics comparable to the study population but were not included in 
the study. The questionaire was then corrected where necessary before it was 
reproduced. Any ambiguity was eliminated from the questionaire and culturally 
objectionable or easily misunderstood wording was altered. 
4.2. Preparation for the survey. 
Prior to the actual survey , a meeting with the Medical Officer of Health and Public 
Health Sisters of Tcmerloh Health District was held. Severals aspects of the urvey 
such as time, study population and health personnels to be involved were di cu ed and 
finalised. Following this, 18 staff nurses were identified and a short training by the 
author was organised to Iamiliari c the staff with the que tionaire before the int rview 
was carried out. Any doubts regarding the que tionaire was clarified during thi 
session and a time schedule for carrying out the survey at the re p tiv h alth centre 
was given to the staff nur c . 
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All the antenatal cards were rechecked to ensure criterias for yellow and red coding 
were met before the cards were separated from the rest by the author and the staff 
nurses in charge of the respective health centre. 
4. 3. The interview and data collection. 
Based on the work schedule, the author visited the respective health centre on the dates 
given on the schedule. At each health centre, the author was assisted by two staff 
nurses who had informed the mothers to come for the interview. Each mother was 
interviewed with the help of the questionaire by the author or the staff nurses and the 
interview took 20 - 30 minutes to administer. 
For mothers who failed to attend the clinic on the appointed date, home visits were 
made by the author and staff nurse and the interview was carried out in their home. 
During the home visit, if the mother was not at home, then enquiries were made either 
from the neighbours or relatives and a new appoinment date wa given. If mother failed 
to turn up at the health centre, then she would be dropped from the study. 
The questionaire was in Bahasa Malaysia (National Language) and for respond nts 
not conversant in the National language, interpreters were utili ed when nece ary. If 
mother had difficulty in providing details regarding her antenatal hi tory, ant natal 
cards were utilised to counter check the information given by the mother . The duration 
of the data collection was from 30 March 1992 to 18 April 1992. 
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5. DATA PROCESSING 
Data collected were checked every night for completeness, accuracy before entering the 
data for analysis. If there was any doubt, a second appointment was then made with the 
mother concerned and clarification was done by the author. To counter check the 
consistency of the data collected by the staff nurse, the author randomly rechecked the 
information. Data processing was done manually and then computerised with the aid of 
several ' Apple Macintosh ' programmes such as word proccessor ( word 4.0 ), 
microsoft excell 3.0 and delta graphic for further analysis of results and report writing. 
-4. - 
LIMITATION and ERRORS 
1. LIMITATION 
In the month of January and February 1992, a total of 166 yellow and red coded high 
risk pregnant mothers delivered in the district of Temerloh. Out of this only 148 ( 89.2 
% ) respondents were interviewed. 7 ( 4.2 % ) cases,who were coded red and yellow 
were from outside the district of Temerloh who came back for delivery and returned to 
their place of work soon after the delivery and were not available for the interview. 6 
(3.6 % ) left thedistrict I state befor delivery, 4 ( 2.4 % ) mothers went back to their 
mother's place for confinement in another district and did not return and one ( 0.6 % ) 
ended as maternal death due to preeclampsia and heart failure on the the sixth day after 
delivery. 
Mothers responded to the questionaire quite easily, except for few mothers who had 
m 
problems in rem'j.Pering the actual date of birth of their previous deliveries. Birth 
certificates were used to verify this. Questions regarding mothers knowledge on high 
risk was forwarded in manner that the given column was given a 'tick' if the risk wa 
named by the mother and not as a leading question. There are some Indian and Chine 
mothers who did not understand the National or English language o the help of Indian 
and Chinese nurses were used in this case. 
Due to time limitation, only Temerloh district wa utilised for thi purpo of this tudy 
and only red and yellow coded mother were interviewed. The 
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population involved were only those who came to the health facilities for her antenatal 
check up. Antenatal mothers seen at the private clinics were not included. 
2. ERRORS 
In the collection of the data, the ability of respondents to give accurate information need 
to be considered. There could be misunderstanding and misinterpretation of the 
questions. 
Since the study was conducted in Bahasa Malaysia, for the non speaking Indian and 
Chinese mothers, the author had to utilise staffs who were conversant in both 
languages. This might result in biasness as the nurse could had given a leading answer 
while explaining the questions. 
The author utilised assistance from different staff nurses in each health centre in order 
to collect the information from the mothers. This could result in biasness and may affect 
the accuracy and consistency of the data collected inspite of the supervision carried out 
by the author. Further more, the author was using the staff nurse in their own 
operational area, so the staff themselves might have verified or helped the mother with 
the answer to indicate their efficiency. Answers given by the mothers al o might not be 
true as they might had tried to please the staff concerned. Both situation could thus 
resulted in biasness and inaccuracy of the re ults obtained during the tudy urvey. 
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The period when the study was carried out was during the last week of fasting month 
and the ti Bari Raya ti week, and this could have affected the sample size as some 
mothers had gone back to their parents place to celebrate the event. 
Information regarding household income were sometimes difficult to obtain. Some 
mothers did not know or bother to find out their husband's income and some were 
quite reluctant to answer the question. 
Errors might occur during the manual sorting or during transfer of the raw data into the 
computer and this again could affect the findings of the study. 
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RESULTS 
1. Demographic profile and Socio-economic data. 
1.1. Ethnic group 
A total of 148 high risk pregnant mothers were interviewed for the purpose of this 
study. The study population consisted of107 ( 72.3% ) Malays, 19 ( 12.83% ) 
Chinese, 14 ( 9.4%) Indians and 8 ( 5.41 % ) others. 
1.2. Age 
The mean age of the mothers studied was 30.7 years. The Mean age for Malay mothers 
was 31.4 years, the Chinese mothers 30. l years, Indian mothers 27 .7 years and other 
ethnic groups 28.9 years respectively. 
Most mothers ( 53.4%) were in the of 25-34 years age group. 27.7% of the mothers 
were in the 25-29 years age group, 25.7% in the 30-34 years age group, 23.0% in the 
35-39 years age group followed by 12.2% between 20-24 years, 8.1 % in the 40-44 
years age group, 2.7% were in the 19 years and below while 0.7% were in the 45 
years and above age group as shown in Table 8 . 
-47- 
Table 8 : Distribution of high risk mothers by age and ethnic group. 
Ethnic group of mother 
Age Group 
(years) Malay Chinese Indian Others Total 
~ 19 2 0 1 1 4 
( 1.9%) (0 % ) (7.1%) (12.5%) ( 2.7%) 
20-24 12 2 2 2 18 
(11.2%) (10.5%) (14.3%) (25.0%) (12.2%) 
25-29 27 6 6 2 41 
(25.2%) (31.6%) (42.9%) (25.0%) (27.7%) 
30-34 25 8 4 1 38 
(23.4%) (42.1%) (28.6%) (12.5%) (25.7%) 
35-39 29 3 1 1 34 
(27.1%) (15.8%) (7.1%) (12.5%) (23.0%) 
40-44 11 0 0 1 12 
(10.3%) ( 0 % ) ( 0 % ) (12.5%) (8.19£) 
~ 45 1 0 0 0 1 
(0.9%) (0 % ) (0 % ) (0 % ) (0.79£ ) 
Total 107 19 14 8 148 
(72.39<) (12.89£) (9.59£) (5.49<) (1009<) 
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1. 3. Education level. 
As for the mothers, 39.2% had primary education, 25.7% had lower and upper 
secondary education respectively. The remaining 9.4% had no education. Most of the 
Malay mothers ( 40.2% ) had primary education, while 52.6% of Chinese mothers had 
lower secondary education and 28.6% of the Indian mothers had no education, 50.0% 
had primary education and 21.4% had lower secondary education. None of the Indian 
mothers had upper secondary or tertiary education as shown in Figure 11. 
1.4. Occupation 
77.7% of the mothers were housewives and only 33 ( 22.3%) were working mothers. 
Of the working mothers, 24.2% were rubber tappers, 18.2% were clerks and 12.1 % 
were labourers and teachers respectively. Table 9 showsthat there is a significant 
difference between working status of mothers and ethnic group. 
15.0% of the Malay mothers mainly worked as teachers and clerks. 36.8% of the 
Chinese mothers were working, of which 42.9% were tailors and 28.6% were clerks. 
As for the Indian mothers, 64.3% of the mothers were working and majority of them 
arc rubber tappers ( 55.6% ) and labourers ( 33.3% ) as shown in Table 10 . 
Figure 11 : Educational level of mothers according to ethnic groups. 
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Table 9 : Working status of mothers according to ethnic 
group. 
Ethnic group of mother 
Working status ----------------- 
Malay Chinese Indian Others Total 
Working 6 7 9 1 33 
(15.0%) (36.8%) (64.3%) (12.5%) 
Not working 91 12 5 7 115 
(85.0%) (63.2%) (35.7% ) (87.5%) 
107 19 14 8 148 
( 72.3%) ( 12.8%) ( 9.5%) ( 5.4%) ( 100%) 
Chi Square Test= 20.344 df = 3 a= 0.05 p < 0.01 
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Table 10 : Occupation of mothers according to ethnic groups. 
Ethnic groups of mother 
Occupation 
Malay Chinese Indian Others Total 
Rubber tapper 2 1 5 0 8 
(12.5%) (14.3%) (55.6%) ( 0 % ) (24.2%) 
Clerk 4 2 0 0 6 
(25.0%) (28.6%) ( 0 % ) ( 0 % ) (18.2%) 
Labourer 1 0 3 0 4 
( 6.2%) ( 0 % ) (33.3%) ( 0 % ) (12.1 %) 
Teacher 4 0 0 0 4 
(25.0%) ( 0 % ) ( 0 % ) ( 0 % ) (12.1 %) 
Tailor 0 3 0 0 3 
( 0 % ) (42.8%) ( 0 % ) ( 0 % ) ( 9.1 % ) 
Typist 2 0 0 0 2 
(12.5%) ( 0 % ) ( 0 % ) ( 0 % ) ( 6.1 % ) 
Child care 0 0 1 1 2 
( 0 % ) ( 0 % ) (11.1%) (100%) ( 6.1 ~ ) 
Others 3 l 0 0 4 
(18.8~) ( 14.3~) ( 0 % ) ( 0 % ) (12.1~) 
Total 16 7 9 1 33 
(48.5%) (21.29l) (27 .39l) ( 3.09l ) (l )9l) 
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22.3% of the husbands are land settlers participating in agricultural activities, followed 
by 14.86% labourers, 10.81 % traders, 10.81 % rubber tappers and 8.78% drivers. 
1.5. Household income. 
38.5% of the population under study had a monthly income of$ 350.00 and below, 
19.6% earned between$ 350.00 to$ 500.00, 13.5% earned between $ 501.00 to$ 
650.00, 7.4% earned between $651.00 to $ 800.00 and 20.95% had a monthly 
income of above $ 800.00. 
42. l % of the Malays, 57 .1 % of Indians and 50% of other ethnic groups had a monthly 
income of $350.00 and below. 42.1 % of the Chinese had a monthly income of 
$800.00 and above. None of the Chinese mothers belonged to the poverty group 
(income of$ 350.00 and below ). 
47.2% of those living in the rural areas had a monthly household income of $350.00 
or less, whereas 47.5% of those living in the urban areas had a monthly income of~ 
$801.00 monthly as shown in Table 11 and Figure 12. 
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Table 11 : Household income according to ethnic groups. 
Ethnic groups of mother 
Income 
Malay Chinese Indian Others Total 
~ $350.00 45 0 8 4 57 
(42.1%) ( 0 % ) (57.2%) (50.0%) ( 38.5%) 
$ 351 - $500 23 1 3 2 29 
(21.5%) ( 5.3%) ( 21.4%) (25.0%) (19.6%) 
$ 501 - $650 12 5 2 1 20 
(11.2%) (26.3%) (14.3%) (12.5%) (13.5%) 
$ 651 - $800 5 5 0 1 11 
( 4.8%) (26.3%) ( 0 % ) (12.5%) ( 7.4%) 
?$ 800.00 22 8 1 0 31 
(20.6%) (42.1 %) (7.1%) ( 0 % ) (20.9%) 
Total 107 19 14 8 148 
(72.3%) (12.8%) ( 9.5%) ( 5.4%) (100%) 
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Figure 12: Monthly household income according to 
residence of mother. 
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1.6. Residence of mother. 
73% of the population under study were from the rural areas whereas 27% from the 
urban areas. 
82.2% of the Malays and 85.7% of the Indians were from the rural areas. Most of the 
Chinese ( 73.7% ) are from the urban areas and 62.5% of other ethnic groups live in 
the urban areas as shown in Table 12. The results shows there is a significance 
difference between place of residence and ethnic group, where most of the Malay and 
Indian mothers are from the rural area. 
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Table 12: Residence of mother according to ethnic groups. 
Residence 
Ethnic groups of mother 
Malay Chinese Indians Others Total 
Rural 
Urban 
88 5 
( 82.2%) (26.3%) 
19 14 
(17.8%) (73.7%) 
12 3 
(85.7%) (37.5%) 
2 5 
(14.3%) (62.5%) 
108 
(73.0%) 
40 
(27.0%) 
Total 107 19 14 8 148 
( 72.3%) ( 12.8%) ( 9.5%) ( 5.4%) ( 100%) 
Chi Square Test= 31.8625 df = 3 p < 0.01 
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a= 0.05 
1.7. Age at first maniage. 
The mean age at first marriage for the population studied was 20.6 years. For the Malay 
mothers, the mean age at first marriage was 20.2 years, for the Chinese mothers, it was 
24.4 years, the Indians 20.4 years and for the other ethnic groups, it was 17 .6 years . 
Majority of the mothers ( 44.6% ) were first married at the age of 19 years or less, 
while 35.1 % were married at the age of 20 - 24 years, 14.9% were married at the age 
of 25 - 29 years and the other 5.4% were married at the age of 30 - 34 years as seen in 
Table 13. 
71.4% of mothers with no education were married at the age of 19 years or less, while 
55.1 % of mothers who had primary education and 52.6% of the mothers with lower 
secondary education were first married at the age19 years or less. However, among 
mothers with upper secondary education, 55.3% were married at the age of 20 - 24 
years as shown in Table 14. The results shows that there is a significant difference 
between the level of education and age at first maniage where mothers with minimal 
education married much early. 
52.8% of the mothers living in the rural area got married at the age of19 years and 
below, with another 31.48% manied for the first time at the age of 20 -24 year . As for 
the urban mothers, 45% were first married at the age of 20 - 24 years, 27 .5% 
married at age of 19 years or less as seen in Figure 13. 
-58- 
Table 13 : Age at first marriage according to ethnic groups. 
Ethnic group of mother 
Age at first marriage 
Malay Chinese Indians Others Total 
~ 19 years 50 1 8 7 66 
(46.7%) ( 5.3%) (57.2%) (87.5%) (44.6%) 
20 - 24 years 39 9 3 1 52 
(36.5%) (47.4%) (21.4%) (12.5%) (35.1%) 
25 - 29 years 13 7 2 0 22 
(12.1 %) (36.8%) (14.3%) ( 0%) (14.9%) 
30 - 34 years 5 2 1 0 8 
( 4.7%) (10.5%) (7.1%) ( 0%) ( 5.4%) 
Total 107 19 14 8 148 
( 72.3%) ( 12.8%) ( 9.5%) ( 5.4%) ( 100~ ) 
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Table 14 : Age at first maniage according to educational level. 
Education level of mother 
Age at first marriage 
No Prim. LS us Total 
schooling 
~ 19 years 10 32 20 6 68 
(71.4%) (55.3%) (52.6%) (15.8%) (45.9%) 
20 - 24 years 3 7 11 21 52 
(21.4%) (12.1%) (29.0%) (55.3%) (35.1%) 
25 - 29 years 1 6 6 9 22 
( 7.2%) (10.4%) (15.8%) (23.7%) (14.9%) 
30 - 34 years 0 3 1 2 6 
( 0 % ) ( 5.2%) ( 2.6%) ( 5.3%) ( 4.1%) 
Total 14 58 38 38 148 
( 9.4%) (39.2%) (25.7%) (25.7%) (100%) 
Chi quarc Test= 34.4393 df = 6 a= 0.05 p < 0.01 
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Figure 13: Age at first marriage according to residence of mother. 
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1.8. Age at first childbirth. 
For the population under study, the mean age at first childbirth was 21.9 years. Mean 
age at first childbirth recorded were 21.9 years, 25.2 years, 19.4 years respectively for 
the Malays, Chinese and Indian mothers. 
32.1 % of Malay mothers aged of 19 years or less and 44.0% of the Malay mothers had 
their first childbirth at the age of 20 -24 years. As for the Chinese mothers 47.3% had 
their first childbirth at the age of 20 - 24 years fo 31.6% had their first childbirth at the 
age of 25 - 29 years. 50% of the Indian mothers had their first childbirth at the age of 
19 years or less while 75% of the mothers from other ethnic groups had their first 
childbirth at the age of 20 - 24 years as shown in Table 15. 
57 .1 % of the mother's without any education had their first childbirth at the age of 19 
years or less. Majority of mothers with primary education had their first childbirth at the 
age of 19 years or less ( 34.5% ) and between 20-24 years ( 41.4% ). A similar 
pattern was applicable to mothers with lower secondary education where 36.8% and 
50.0% of the mothers had their first childbirth at the age of 19 years or less and 
between 20 - 24 years respectively. Mothers with upper secodary education tend to 
have their first childbirth much later, that was between the age of 20 - 24 years ( 47.4%) 
and 25 - 29 years ( 34.2% ) as shown in Table 16. The results also how that there is a 
significant difference between the educational level of mothers and age of mother at the 
first childbirth. 
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Table 15 : Age at first childbirth according to ethnic groups. 
Ethnic group of mother 
Age at first 
childbirth 
Malay Chinese Indian Others Total 
~ 19 years 35 1 7 2 45 
(32.7%) ( 5.3%) (50.0%) (25.0%) (30.4%) 
20 - 24 years 47 9 3 6 65 
(44.0%) (47.3%) (21.4%) (75.0%) (43.9%) 
25 - 29 years 18 6 3 0 27 
(16.8%) (31.6%) (21.4%) ( 0 % ) (18.3%) 
30 - 34 years 6 2 1 0 9 
( 5.6%) (10.5%) ( 7.2%) ( 0 % ) ( 6.1 % ) 
35 - 39 years 1 1 0 0 2 
( 0.9%) ( 5.3%) ( 0 % ) ( 0 % ) ( 1.3%) 
Tot.al 107 19 14 8 148 
(72.3%) (12.8%) ( 9.5%) ( 5.4~ ) ( 100%) 
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Table 16: Age at first childbirth according to educational level. 
Education level of mother 
Age group at first 
childbirth No Primary Lower Upper Total 
Educ Sec. Sec. Sec 
~19 years 8 20 14 3 45 
(57.1 %) (34.5%) (36.8%) ( 7.9%) (30.4%) 
20-24 years 4 24 19 18 65 
(28.6%) (41.4%) (50.0%) (47.4%) (43.9%) 
25-29 years 2 9 3 13 27 
(14.3%) (15.5%) ( 7.9%) (34.2%) (18.3%) 
30-34 years 0 3 2 4 9 
( 0 % ) (5.2%) ( 5.3%) (10.5%) ( 6.1 % ) 
35-39 years 0 2 0 0 2 
( 0 % ) ( 3.4%) ( 0 % ) ( 0 % ) ( 1.3%) 
Total 14 58 38 38 148 
( 9.4%) (39.2%) (25.7%) (25.7~) ( 100%) 
Chi Square Test= 2 l.6824 df = 6 a= 0.05 p < 0.01 
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45.4% and 34.3% of the rural mothers had their first childbirth at the age of 20-24 
and19 years or less respectively whereas 42.5% of the urban mothers had their first 
childbirth at the age of 20-24 years, 25.0% at the age of 25-29 years and 20.0% 
had their first childbirth at the age of19 years or less as shown in Figure 14. 
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Figure 14 : Age at first childbirth according to residence 
of mother. 
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1.9. Parity 
In this study, there was14 ( 9.5%) primiparas of which 4 ( 28.6% ) belonged to the19 
years or less age group, 3 ( 21.4% ) were in the 20-24 years age group, 6 ( 42.8 % ) 
aged 25-29 years and 1 ( 7.1%) aged 35-39 years. 15.5%, 16.2%, 14.9%, 11.5% and 
7.4% had a parity of 1, 2, 3, 4 and 5 respectively. The other 25% had a parity of 6 and 
above. 
41.4% of mothers with primary education had a parity of 6 and above, while only 
13.1 % and 10.5% of mothers with lower secondary education and upper secondary 
education had a parity of 6 and above. 71. l % of mothers with lower secondary 
and57 .9% of mothers with upper secondary education had a parity of 1-3 respectively 
as shown in Table 17. The results also shows that education has an influence in 
determining parity. 
36.5% of the Malay mothers in this study had a parity of 0 - 2 and a parity of 5 or more 
respectively. 68.4% of the Chinese mothers had a parity of 0 -2, 42.9.% of the Indian 
mothers had a parity of 0-2, while 50% of other ethnic groups had a parity of 5 and 
above as shown in Figure 15. However the results show that there is no significant 
difference between parity and ethnic group. 
55.0% of mothers staying in the urban area had a parity of 0 - 2. As for the the rural 
mothers 36.1 % of the rural mothers had a parity of 0 - 2 and 37 .0% had a parity of 5 or 
more as shown in Table 18. The results show that there is a significant difference 
between parity and residence of mother. 
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Table 17 : Parity according to educational level. 
Education level of mother 
Parity 
No 
Education 
Primary Lower 
Sec. 
Upper Total 
Sec. 
0 2 3 3 6 14 
(14.3%) ( 5.1 % ) ( 7.9%) (15.8%) ( 9.5%) 
1 1 4 9 9 23 
(7.1%) ( 6.9%) (23.7%) (23.7%) (15.5%) 
2 3 4 9 8 24 
(21.5%) ( 6.9%) (23.7%) (21.1%) (16.2%) 
3 1 7 9 5 22 
(7.1%) (12.1 %) (23.7%) (13.1%) (14.9%) 
4 2 7 2 6 17 
(14.3%) (12.1%) ( 5.3%) (15.8%) (11.5%) 
5 1 9 1 0 11 
(7.1%) (15.5%) ( 2.6%) ( 0 % ) ( 7.4%) 
~6 4 24 5 4 37 
(28.6%) (41.4%) (13.1%) (10.5%) (25.0%) 
Total 14 58 38 38 148 
( 9.4%) (39.2%) (25.7%) (25.7%) ( 100%) 
Chi Square Test= 36.71 J 3 df = 15 a= 0.05 p < 0.01 
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Figure 1 S : Parity according to ethnic groups. 
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Table 18 : Parity according to residence of mother. 
Residence of mother 
Parity 
Urban Rural Total 
0-2 22 39 61 
(55.0%) (36.1%) (41.2%) 
3-4 10 29 39 
(25.0%) (26.9%) (26.4%) 
~5 8 40 48 
(20.0%) (37.0%) (32.4%) 
Total 40 108 148 
(27.0%) (73.0%) ( 100%) 
Chi Square Test= 5.1707 df = 2 a= 0.05 0.05 > p > 0.02 
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1.10. Type of family structure. 
84.5% of the mothers were nuclear families whereas 15.5% were having extended 
families. 
2. Antenatal Care. 
2.1. Period of gestation at first antenatal visit. 
33.1 %, 31.1%and20.3 of the mothers, had their first antenatal visit at 17-20 weeks, 
20-24 weeks and 25-28 weeks of gestation respectively. Only 2.7% of the mothers had 
their first antenatal visit at 12 weeks of gestation. 
2. 1.1. Peiiod of gestation at first antenatal visit according to age. 
All mothers aged19 years and below had their first antenatal visit after 20 weeks period 
of gestation. Fifty per cent of the mothers who were at the age of 20-24 years had their 
first antenatal visit at 17-20 weeks period of gestation. A similar pattern was observed 
among mothers who were at the age of 25-29 years where 48.8% mothers had their 
first antenatal visit at 20-24 weeks period of gestation. 42.1 % of mothers aged 30-34 
years had their first antenatal visit at 21-24 weeks period of gestation, while 29.4% of 
mothers aged 35-39 years had their first antenatal visit at 21-24 weeks and 25-28 weeks 
period of gestation respectively. 41.7% of mothers who were at the age of 40-44 years 
had their first antenatal visit at 21-24 weeks period of gestation as shown in Table 19. 
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Table 19 : Period of gestation at first antenatal visit according 
to age of mother. 
Gestational Period ( weeks ) 
Age group 
(years) ~ 12 13-16 17-20 21-24 25-28 29-32 Total 
(No. of mother according to gestational period) 
~ 19 0 0 1 1 1 1 4 
( 0 % ) ( 0 % ) (25.0%) (25.0%)(25.0%) (25.0%) (2.7%) 
20-24 0 4 9 3 1 1 18 
(0 % ) (22.2%) (50.0%) (16.6%) ( 5.6% )(5.6%) (12.1 %) 
25-29 9 1 20 11 9 0 41 
(22.0%) (2.4%) (48.8%) (26.8%)(22.0%) ( 0 % ) (27.7%) 
30-34 1 3 9 16 5 4 38 
(2.6%) (7.9%) (23.7%) (42.1 %) (13.2%)(10.5%)(25.7%) 
35-39 2 4 8 10 10 0 34 
( 5.9%) (11.8%) (23.5%) (29.4%)( 29.4%) ( 0 % ) (23.0%) 
40-44 0 1 2 5 4 0 12 
(0 % ) (8.3%) (16.7%) (41.7%)(33.3%) ( 0 % ) (8.1 % ) 
~45 1 0 0 0 0 0 1 
(100%) ( 0 % ) ( 0 % ) ( 0 % ) ( 0 % ) ( 0 % ) ( 0.7%) 
Total 4 13 49 46 30 6 148 
(2.7 % ) ( 8.8%) (33.1%) (31.1%)(20.3%) (4.0%) (100~) 
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2.1.2. Period of gestation at first antenatal care accordin~ to 
educational level. 
Mothers without any education or with primary education had their first antenatal check 
up at 17-28 weeks of gestation, while 76.3% of mothers with lower secondary 
education and 63.2% of mothers with upper secondary education made their first 
antenatal visit at 17-24 weeks of gestation as shown in Table 20. 
2.1.3. Period of gestation at first antenatal care in relation to ethnic 
groups. 
82.2% of the Malay mothers made their first antenatal check up at 17-28 weeks of 
gestation, while 79.0% of the Chinese mothers came for their first antenatal check up at 
17-24 weeks of gestation and 57.1 % of the Indian mothers made their first antenatal 
check up at 17-20 weeks of gestation as shown in Table 21. 
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Table 20 : Period of gestation at first antenatal care 
compared to educational level 
Education level of mother 
POG (weeks) ---------------- 
No Primary Lower Upper Total 
Educ. Sec. Sec 
!Sl2 1 1 0 2 4 
( 7.1 % ) ( 1.7%) ( 0 % ) ( 5.3%) ( 2.7%) 
13-16 1 7 2 3 13 
(7.1%) (12.1 %) ( 5.3%) ( 7.9%) ( 8.8%) 
17-20 4 17 16 12 49 
(28.6%) (29.3%) (42.1%) (31.6%) (33.1%) 
21-24 4 17 13 12 46 
(28.6%) (29.3%) (34.2%) ( 31.6%) (31.1 %) 
25-28 4 14 6 6 30 
(28.6%) (24.1 %) (15.8%) (15.8%) (20.3%) 
29-32 0 2 1 3 6 
( 0 % ) ( 3.5%) ( 2.6%) ( 7.9%) ( 4.0%) 
Total 14 58 38 38 148 
( 9.4%) (39.2%) (25.7%) (25.7%) ( 100~ ) 
NB : POG ( Period of gestation ) 
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Table 21 : Period of gestation at first antenatal care 
in relation to ethnic groups. 
Ethnic group of mothers 
POG (weeks) 
Malay Chinese Indian Others "Total 
~12 3 0 1 0 4 
( 2.8%) ( 0 % ) (7.1%) ( 0 % ) ( 2.7%) 
13-16 11 2 0 0 13 
(10.3%) (10.5%) ( 0 % ) ( 0 % ) ( 8.8%) 
17-20 32 6 8 3 49 
(29.9%) (31.6%) (57.2%) (37.5%) (33.1%) 
21-24 31 9 2 4 46 
(29.0%) (47.4%) (14.3%) (50.0%) (31.1 %) 
25-28 25 2 2 1 30 
(23.3%) (10.5%) (14.3%) (12.5%) (20.3%) 
29-32 5 0 1 0 6 
( 4.7%) ( 0 % ) (7.1%) ( 0 % ) ( 4.0%) 
Total 107 19 14 8 148 
(72.39{) (12.8%) ( 9.5%) ( 5.4% ) ( 100%) 
NB : POG ( period of gestation ) 
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2.1.4. Period of gestation at first antenatal care according to household 
income. 
28.1 % , 31.58% and 24.6% of mothers earning an income of$ 350.00 and below 
made their first antenatal visit atl 7-20 weeks, 21-24 weeks and, 25-28 weeks of 
gestation respectively. 44.1 % and 31.0% of mothers with a monthly household income 
of $ 351.00-$500.00 came for their first antenatal visit at 17-20 weeks and 21 ·-24 
weeks of gestation. 80% of mothers with an income of $501.00- $650.00 made their 
first antenatal visit atl 7-28 weeks of gestation, while 54.6% of mothers with a monthly 
household income of $651.00- $800.00 came for their first antenatal visit at 21-24 
weeks of gestation. 38.7% and 29.0% of mothers earning a monthly household 
income of $801.00 and above had their first antenatal visit at 17-20 weeks and 21-24 
weeks of gestation respectively as seen in Table 22. The results show that there is no 
significant difference between period of gestation during first antenatal visit and the 
monthly household income. 
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Table 22 : Period of gestation at first antenatal care according to 
monthly household income. 
Monthly Household Income ( $ ) 
POG (weeks) 
~350 351-500 501-650 651-800 ~801 Total 
~ 12 2 1 0 0 1 4 
( 3.5%) ( 3.5%) (0 % ) (0 % ) ( 3.2%) ( 2.7%) 
13-16 6 1 3 2 1 13 
(10.5%) ( 3.5%) (15.0%) (18.2%) ( 3.2%) ( 8.8%) 
17-20 16 13 6 2 12 49 
(28.1%) (44.7%) (30.0%) (18.2%) (38.7%) (33.1%) 
21-24 18 9 4 6 9 46 
(31.6%) (31.0%) (20.0%) (54.5%) (29.l %) (31.1 %) 
25-28 14 4 6 1 5 30 
(24.6%) (13.8%) (30.0%) ( 9.1 % ) (16.1 %) (20.3%) 
29-32 1 1 1 0 3 6 
( 1.7%) ( 3.5% ) ( 5.0%) ( 0 % ) ( 9.7%) ( 4.0%) 
Total 57 29 20 11 31 148 
(38.5%) (19.6%) (13.5%) ( 7.4%) (21.0%) (100%) 
Chi Square Test= 9.7386 
NB : POG (Period of Gestation) 
df = 12 a= 0.05 0.7 > p > 0.05 
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2.1.5. Period of gestation at first antenatal visit according to 
residence of mother. 
35.0% and 32.5% of urban mothers had their first antenatal care at 17-20 weeks and 
21-24 weeks period of gestation respectively. Among the rural mothers, 32.4% and 
30.6% had their first antenatal care visit at 17-20 weeks and 21-24 weeks gestation 
respectively as seen in Table 23. The results show that there is no significant difference 
between period of gestation during the first antenatal visit and residence of mother. 
2.1.6. Pc1iod of gestation at first antenatal check up according to parity. 
35.7% of primiparas had their first antenatal check up 17-20 weeks of gestation. 
43.5%, 41.8% and 45.5% of mothers with parity of 1, 2 and 3 came for their first 
an tcnatal check up at 17-20 weeks of gestation, while 4 7 .1 % of mothers with parity of 
4 had their first antenatal care at 21-24 weeks period of gestation. For mothers with a 
parity of 6 or more, 35.2% came for their first antenatal care at of 25-28 weeks and 
another 29.7% had their first antenatal care at 21-24 weeks gestational period as shown 
in Table 24. 
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Table 23 : Period of gestation at the first antenatal 
care according residence of mother. 
Residence of mothers 
POG (weeks) 
Urban Rural Total 
~ 12 0 4 4 
( 0 % ) ( 3.7%) ( 2.7%) 
13-16 2 11 13 
( 5.0%) (10.2%) ( 8.8%) 
17-20 14 35 49 
(35.0%) (32.4%) (33.1%) 
21-24 13 33 46 
(32.5%) (30.6%) (31.1 %) 
25-28 7 23 30 
(17.5%) (21.3%) (20.3%) 
29-32 4 2 6 
(10.0%) ( 1.9%) (4.0%) 
Total 40 
(27.0%) 
108 
(73.0%) 
148 
(100%) 
Chi Square Test= 3.3826 
NB : POG ( Pctiod of gc ration ) 
df = 3 a= 0.05 0.5 > p > 0.3 
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Table 24 : Period of gestation at first antenatal care 
according to parity. 
Parity 
POG ( wks) 
0 1 2 3 4 5 p6 Total 
~12 0 1 0 0 0 0 3 4 
(0 % ) (4.3% ) ( 0 % ) (0 % ) (0 % ) (0%) (8.1 % ) (2.7%) 
13-16 3 2 2 1 2 1 2 13 
(21.4%) ( 8.7%) ( 8.3%) ( 4.5%) (11.8%)( 9.1 % ) ( 5.4% )(8.8%) 
17-20 5 10 10 10 3 4 7 49 
(35.7%) (43.5% (41.8%) (45.5%) (17.6%)(36.4%)(18.9%) (33.1 %) 
21-24 2 85 8 8 4 11 46 
(14.3%) (34.8%) (20.8%) (36.4%) (47.1 %)(36.4%)(29.7%) (31.1 %) 
25-28 2 2 5 3 4 1 13 30 
(14.3%) ( 8.7%) (20.8%) (13.6%) (23.5%)( 9.1 % )(35.2%) (20.3%) 
29-32 2 0 2 0 0 1 1 6 
(14.3%) ( 0 % ) (8.3%) (0 % ) (0 % ) (9.1 % ) ( 2.7%) (4.0%) 
Total 14 23 24 22 17 11 37 148 
(9.4%) (15.5%) (16.2%) (14.9%) (11.5%) (7.5% )(25.0%) (100~) 
NB : POG (Period of gestation) 
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2.2. Number of antenatal visits. 
The average number of antenatal visit to the health facilities was 10.1 times and the 
average number of times they were reviewed by the medical officer was 3.6 times. 
Only 2.7% of the mothers made their first antenatal visit at a12 weeks of gestation, 
while 8.8% came for their first antenatal visit at 13 - 16 weeks period of gestation. 
84.3% of the mothers had their antenatal check up between 17 - 28 weeks of gestation. 
2.2.1. Number of antenatal visits according to period of gestation at 
first antenatal care. 
Mothers who came earlier for their first antenatal visit tend to have more number of total 
antenatal visits compared to their counterparts who came much later. 75% of the the 
cases who had their first antenatal check up at12 weeks of gestation or less made 11 or 
more antenatal visits, while 83.3% of those who came for their first antenatal visit at 
29-32 weeks of gestation, visited the antenatal care clinic 6 tolO times as shown in 
Table 25. 
2.2.2. Number of antenatal visit according to age of mother. 
All mothers aged 19 years or less made more than 6 antenatal visits. 50.5% of mothers 
aged between 20-34 years old had 6-10 antenatal visits followed by 43.3% who visited 
the antenatal clinic 11 or more times. Only 8.1 % of mothers had a total of 1-5 antenatal 
visits as seen in Table 26. 
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Table 25 : Period of gestation according to number of antenatal 
visits. 
No. of antenatal visits ( times ) 
POG (weeks) 
1-5 6-10 ~11 Total 
~12 0 1 3 4 
(0 % ) (25.0%) (75.0) ( 2.7%) 
13-16 0 2 11 13 
(0 % ) ( 15.4%) (84.6%) ( 8.8%) 
17-20 2 24 23 49 
( 4.1 %) (49.0%) (46.9%) (33.1%) 
21-24 3 27 16 46 
(14.5%) (50.7%) (34.8%) (31.1 %) 
25-28 6 17 7 30 
(20.0%) (56.7%) (23.3%) (20.1 %) 
29-32 1 5 0 6 
(17.7%) (83.3% ) ( 0 % ) ( 4.0%) 
Total 12 
( 8.1 % ) 
76 
(51.4%) 
60 
(40.5%) 
148 
(100%) 
NB : POG ( Period of ge tation ) 
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Table 26 : Number of antenatal visit according to age 
of mother. 
No. of antenatal visits ( times ) 
Age group 
(years) 
1-5 6-10 Total 
~19 0 2 2 4 
(0 % ) (50.0%) (50.0%) 
20-24 0 8 10 18 
( 0 % ) (44.4%) (55.6%) 
25-29 2 20 19 41 
( 4.9%) (48.8%) (46.3%) 
30-34 4 21 13 38 
(10.5%) (55.3%) (34.2%) 
35-39 4 19 11 34 
{11.8%) (55.9%) (32.3%) 
40-44 2 6 4 12 
(16.7%) (50.0%) (33.3%) 
?45 0 0 1 1 
( 0 % ) ( 0 % ) (100%) 
Total 12 76 60 148 
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2.2.3. Number of antenatal visit according to educational level. 
Most mothers with no education, with primary education and with lower secondary 
education made a total of 6-10 visits while majority of mothers with upper secondary 
education made 11 or more antenatal visits as shown in Table 27. 
The results also showed that there was no significant difference between level of 
education of mothers and number of antenatal visits made by mothers. 
2.2.4. Number of antenatal visit according to ethnic groups. 
45.79% of Malay mothers made a total of 6-10 visits. Majority of Indian and Chinese 
mothers had a total 6-10 times antenatal care visits as seen in Table 28. The results 
showed that there was no significant difference between total number of antenatal visits 
made by mother and their ethnic groups. 
2.2.5. Number of antenatal visit according residence of mother. 
Seventy per cent of the urban mothers made a total of 6-10 antenatal care, while 44.4% 
and 48.2% of the rural mothers made a total of 6-10 and 11 or more antenatal care 
respectively as seen in Table 29. The results show that there is a significant difference 
between residence of mother and number of antenatal visits made by the mother. 
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Table 27 : Number of antenatal visit according to educational 
level of mother. 
No. of antenatal visits (times) 
Education level 
1-5 6-10 ~11 Total 
No education 3 6 5 14 
(21.4%) (42.9%) (35.7%) ( 9.4%) 
Primary 4 33 21 58 
( 6.9%) (56.9%) (36.2%) (39.2%) 
Lower Secondary 3 21 14 38 
( 7.9%) (55.3%) (36.8%) (25.7%) 
Upper secondary 2 16 20 38 
( 5.3%) (42.1 %) (52.6%) (25.7%) 
Total 12 
( 8.1 % ) 
76 
(51.4%) 
60 
(40.5%) 
148 
(100%) 
Chi Square Test= 13.592 df = 6 a = 0.05 0.3 > p > 0.2 
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Table 28 : Number of antenatal visit according to ethnic groups. 
No. of antenatal visits (times) 
Ethnic group 
1-5 6-10 ~ 11 Total 
Malay 9 49 49 107 
( 8.4%) (45.8%) (45.8%) (72.3%) 
Chinese 1 13 5 19 
( 5.3%) (68.4%) (26.3%) (12.8%) 
Indian 1 11 2 14 
(7.1%) (78.6%) (14.3%) ( 9.5%) 
Others 1 3 4 8 
(12.5%) (37.5%) (50.0%) ( 5.4%) 
Total 12 76 60 148 
( 8.1 % ) (51.4%) (40.5%) (100%) 
Chi Square Test = 6.6808 df == 6 a= 0.05 0.5 > p 3 0.1 
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2.2.6. Number of antenatal visit according to parity. 
57 .1 % of primiparas madell or more antenatal visits. 49.2% and 45.9% of mothers 
with parity of 0-2 made 6-10 and ?11 antenatal visits respectively. 47 .9% and 35.4% 
of mothers with parity of 5 and above made 6-10 and 11 or more antenatal visits 
respectively as shown in Table 30. The table also show that there is a significant 
difference between number of antenatal visits made by the mother and parity. 
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Table 29 : Number of antenatal visits according to residence 
of mother. 
No. of antenatal visits ( times ) 
Residence 
of mother 1-5 6-10 Total .? 11 
Urban 
Rural 
4 
(10.0%) 
8 
( 7.4%) 
28 
(70.0%) 
48 
(44.4%) 
8 
(20.0%) 
52 
(48.2%) 
40 
(27.0%) 
108 
(73.0%) 
Total 12 
( 8.1 % ) 
76 
(51.4%) 
60 
(40.5%) 
148 
(100%) 
Chi Square Test= 9.662 df = 2 a= 0.05 p < 0.01 
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Table 30 : Number of antenatal visits according to parity. 
No. of antenatal visits( times ) 
Parity 
1-5 6-10 ~11 Total 
0-2 3 30 28 61 
( 4.9%) (49.2%) (45.9%) (41.2%) 
3-4 1 23 15 39 
( 2.6%) (59.0%) (38.4%) (26.4%) 
~5 8 23 17 48 
(16.7%) (47.9%) (35.4%) (32.4%) 
Total 12 
( 8.1 % ) 
76 60 148 
(100%) (51.4%) (40.5%) 
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3. Risk Factors. 
The 5 main risk factors identified among the high risk pregnant mothers under study are 
3. Overdue 
( 23.7%) 
( 19.6%) 
( 11.5%) 
( 10.1%) 
:- 1. Preeclampsia /eclampsia 
l 
2. Anaemia 
4. History of previous delivery by Caesarian 
5. History of retained placenta and post 
partum haemorrhage ( 6.8%) 
27 ( 18.2%) of the mothers were coded red or yellow due to previous bad obstetric 
history and 78 ( 57.7%) of the mothers were coded red or yellow due to present and 
previous high risk factors identified during the pregnancy. 
4. 
( 
Ref etj€1ls. 
All the high risk pregnant mothers coded red and yellow were refered to the doctors, 
either at the health centre or the hospital. Out of the 106 ( 71.6%) mothers refered to 
the hospital, only 94 ( 88.7% ) mothers went to the hospital. 60.6% of the mothers 
who went to the hospital were accompanied by husbands, 17.0% by health staffs, 
8.5% by both husband and health staff while the remainder were either accompanied by 
other relatives or friends. 
80 ( 82.5% ) mothers refered to the hospital were adviced to go for admission, but only 
95 ( 93.8% ) of the mothers agreed. 
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The reasons given by mothers who went for admission were:- 
- For mother own safety and baby's safety 
- Followed advice given by the doctor 
- For both the above mentioned reason 
- Other reasons 
( 62.7%) 
( 10.7%) 
( 21.3%) 
( 5.3%) 
The reasons for refusal for hospital admission given by mothers were:- 
1. Afraid to be treated at the hospital 
2. Do not have money to pay hospital bil 
3. Nobody to look after other children at home 
4. Combination of reasons No. 2 and 3 
5. Wanted to get husband's permission and reason No. l& 3 
(11.1%) 
( 22.2%) 
( 22.2%) 
( 22.2%) 
( 22.2%) 
All mothers were given further advice after they refused to get admitted. 77 .8% of the 
advice were given to mothers only, 11.l % were given to both mother and husband and 
11.1 % were given to mothers and other family members. 
5. Home visits 
Out of the total of 148 mothers only 43.2% of the cases were given follow up visit by 
the health staffs after the risk factors were identified. The average number of home visit 
was 2.1 times. The number of home visits were as follows: - 
-Once 
-Twice 
- Three times 
- Four times 
( 40.6%) 
( 32.8%) 
( 14.1%) 
( 6.3%) 
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- Five times 
- Eleven times 
( 4.7%) 
( 1.6%) 
6. Place of delive1:y. 
Majority of the mothers ( 98.7%) were given advice for hospital delivery, while the 
other two were advised for home delivery or was not given any advice at all inspite that 
they had been identified for institutionalised delivery. 
49.3% of the high risk pregnant mothers made the decision for choice of place of 
delivery were made during the first 6 months of pregnancy, while16.2% made the 
decision at 7-8 months of gestation, 18.9% at term, 14.2% when they had labour pain 
and the remaining 1.3% after developing complication during labour or postpartum 
period. 
58.8% of mothers made their own decision regarding place of delivery whereas in 
9.5% of the cases the decision were made by husband, 19.6% by husband and 
motherand the remaining were influenced by other family members or health 
personnels. 
73.7% of the high risk pregnant mothers delivered at the hospital followed by 24.3% at 
home, 1.3% on the way to the hospital and 0.7% at the health centre. 
87.8 of the mothers had normal delivery, 0.7% by forceps extraction, 2.0% by 
vacuum extraction and 9.5% by caesarean. 
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Majority of the hospital deliveries were conducted by nursing personnels ( 68.8% ) 
mainly by the midwives, while 31.2% were conducted by doctors. This is due to the 
fact that there is a shortage of doctors at the hospital to manage all deliveries. However, 
all deliveries attended by the nursing personnels were under the supervision of the 
doctors or consultant obstetrician. 
As for the home deliveries, 66.7% were conducted by the midwives I community 
nurses and 11. l % respectively were attended by othe health personnels, traditional 
birth attendants or born before the arrival of midwife. 
6.1. Place of delivery according to a~e of mother 
All mothers aged19 years or less had hospital deliveries. Majority of the high risk 
pregnant mothers belonging to younger age group ( 20 - 34 ) years tend to deliver at 
the hospital whereas the only mother who was above 45 years old delivered at hotne as 
shown in Table 31. 
6.2. Place of delivery according to educational level of mother. 
50% of mothers who had no education delivered at home. However, 70.7%, 79.0% 
and 84.2% of mothers with primary, lower secondary and upper secondary education 
respectively had hospital deliveries as seen in Table 32. The results also show that there 
is a significant difference between level of education of mothers and place of delivery. 
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Table 31 : Place of delivery according to age of mother. 
Place of delivery 
Age group 
( years ) Hospital Home *Vehicle Health 
Centre 
Total 
~ 19 4 0 0 0 4 
(100%) ( 0 % ) (0 % ) ( 0 % ) ( 2.7%) 
20-24 14 4 0 0 18 
(77.8%) (22.2%) ( 0 % ) ( 0 % ) (12.1 %) 
25-29 30 11 0 0 41 
(73.2%) (26.8%) ( 0 % ) ( 0 % ) (27.7%) 
30-34 30 6 1 1 38 
(79.0%) (15.8%) ( 2.6%) ( 2.6%) (25.7%) 
35-39 22 11 1 0 34 
(64.7%) (32.4%) ( 2.9%) ( 0 % ) (23.0%) 
40-44 9 3 0 0 12 
(75.0%) (25.0%) ( 0 % ) ( 0 % ) ( 8.1 % ) 
~45 0 1 
0 0 1 
(0 % ) (100%) (0 % ) ( 0 % ) ( 0.7%) 
Total 109 
(73.7%) 
36 
(24.3%) 
2 
( 1.3%) 
1 
( 0.7%) 
148 
(100%) 
*Vehicle: ambulance or car 
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Table 32 : Place of delivery according to educational level of mother. 
Place of delivery 
Education level 
Hospital Home Others Total 
No education 6 7 
1 14 
(42.9%) (50.0%) ( 7.1 % ) ( 9.4%) 
Primary 41 16 
1 58 
(70.7%) (27.6%) ( 1.7 % ) (39.2%) 
Lower & Upper cc. 62 13 1 76 
(81.6o/<) (17.lo/<) ( 1.3% ) ((51.4%) 
Total 109 36 
3 148 
(73.7o/<) (24.3o/<) ( 2.0o/< ) (1 ()Qo/() 
hj quarc Test= I 0.7537 df == 4 
a= 0.05 0.05 > p > 0.02 
6.3 Place of delivery according residence of mother. 
83.3% of mothers who delivered at home were from the rural area. Table 33 showed 
that 82.5% of urban mothers and 70.4% of rural mothers respectively delivered at the 
hospital. The results also showed that there was no significant difference between place 
of delivery and residence of mother. 
6.4. Place of delivery according to ethnic group of mother. 
69.2% and 29.9% of Malay mothers delivered at the hospital and at home respectively 
whereas 100% of Chine e mothers delivered at the hospital, 85.7% Indian mothers and 
50% of mothers from other ethnic group respectively delivered at the hospital as 
shown in Table 34 . 
6.5 Place of delivery according to monthly household income. 
59.7% and 38.6% of mothers with a monthly hou ehold income of $350.00 or le 
delivered at the hospital and at home re pectively. 81.6'?k and 83.3%, of mothers with 
a monthly household income of$ 351.00 to $500.00, and $651.00 and above deliver d 
at the hospital. Table 35 show that there is a ignificant difference between place of 
delivery and monthly household income. 
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Table 33 : Place of delivery according to residence of mother. 
Place of delivery 
Residence 
of mother Hospital Home Others Total 
Urban 3 6 1 40 
(82.5%) (15.0%) ( 2.5%) (27.0%) 
Rural 76 30 
2 108 
(70.4%) (27.8~) ( 1.8%) (73.0%) 
Total 109 36 
3 148 
(73.7~) (24.3~) (2.0~ ) (100~) 
Chi Square tc t = 2.6036 df = 2 a= 0.05 
0.3 > p > 0.2 
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Table 34 : Place of delivery according to ethnic groups of mother. 
Place of delivery 
Ethnic Group 
Hospital Home *Vehicle Health Total 
Centre 
Malay 74 32 0 1 107 
(69.2%) (29.9%) ( 0 % ) ( 0.9%) (72.3%) 
Chinese 19 0 0 
0 19 
(100%) ( 0 % ) ( 0 % ) ( 0 % ) (12.8%) 
Indian 12 1 1 
0 14 
(85.8%) ( 7.1% ) (7.1%) ( 0 % ) ( 9.5%) 
Others 4 3 
1 0 8 
(50.0%) (37.5%) (12.5%) ( 0 %) ( 5.4% ) 
Total 109 36 2 1 148 
(73.7%) (24.3%) ( 1.3% ) ( 0.7% ) (100%) 
*Vehicle: ambulance or car. 
.q~. 
Table 35 : Place of delivery according to monthly household 
income. 
Place of delivery 
Household income ---------------- 
Hospital Home Others Total 
~ $ 350.00 34 22 1 57 
(59.7%) (38.6%) ( 1.7%) (38.5~) 
$351.00-$650.00 40 8 1 49 
(8 l.6%) (16.3~) ( 2.1 % ) (33.l~) 
> $651.00 35 6 1 42 
(83.3~) (14.3~) ( 2.4~ ) (2 .4~) 
Total 109 
(73.7%) 
36 3 14 
(24.3~) ( 2.0~ ) ( 100~) 
hi , qaurc est= l O.'.B7 df = 4 a= 0.05 0.05 > p > 0.02 
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6.6. Place of delivery accordin& to parity. 
All primiparas delivered at the hospital. and 91.8% of mothers with parity of O _ 2 
delivered in the hospital, while 56.2% and 41.7% of mothers with parity 5 and above 
delivered in the hospital and at home respectively as seen in Table 36. 
6.7. Place of delivery in relation to the distance of house to nearest 
hospital. 
Majority of mothers ( 73.7% ) delivered at the hospital irrespective of the distances of 
house to the nearest hospital as shown in Table 37. 
6.8. Place of delivery accord in& to type of family structure. 
Majority of mother ( 95.6% ) living with an extended family 68.0~ mothers with 
nuclear family delivered at the hospital as shown in Table 38. 
6.9. Reasons for hospital delivery. 
The main reason for ho pital delivery were because it was safe and well equipped with 
modern facilitie ( 58.8% ) and mother were advi ed by the health personnel . Oth r 
rea ons were:- 
- Family members wanted her to deliver at the hospital 
- Mothers were sent to the ho. pital after d veloping 
complications during delivery 
- Moth irs were air .ady admitted to the hospital while 
awaiting d .livcry 
- Th' hospital was near moth ·r', house 
( 18.9 ~ ) 
( 10.l ~ ) 
( .8 'k ) 
( ~.4 ~ 
om • moth .rs gave rnor • than on' r ·a.<.; n for choosing hospital d .li iry. 
- I()()- 
Table 36: Place of delivery according to parity. 
Place of delivery 
Parity 
Hospital Home Others Total 
0-2 56 5 0 61 
(91.8%) ( 8.2%) (0 % ) (41.2%) 
3-4 26 11 2 39 
(66.7%) (28.2%) ( 5.1 % ) (26.4%) 
~5 27 20 1 48 
(56.2%) (41.7%) ( 2.1 % ) (32.4%) 
Total 109 36 3 148 
(73.7%) (24.3%) ( 2.0%) (100%) 
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Table 37 : Place of delivery in relation to the distance of house to 
nearest hospital 
Place of delivery 
Distance to nearest 
hospital ( km ) Hospital Home Transport Health Total 
Centre 
0-19 38 5 0 0 43 
(88.4%) (11.6%) ( 0 % ) ( 0 % ) (29.1%) 
20-39 27 10 0 0 37 
(73.0%) (27.0%) ( 0 % ) ( 0 % ) (25.0%) 
40-59 20 8 1 0 29 
(69.0%) (27.6%) ( 3.4%) ( 0 % ) (19.6%) 
60-79 11 3 0 1 15 
(73.3%) (20.0%) ( 0 % ) ( 6.7%) (10.1 %) 
80-99 10 10 0 0 20 
(50.0%) (50.0%) ( 0 % ) ( 0 % ) (13.5%) 
~JOO 3 0 1 0 4 
(75.0%) ( 0 % ) (25.0%) (0 % ) ( 2.7%) 
Total 109 36 2 1 148 
(73.7%) (24.3%) ( 1.3%) ( 0.7%) (100%) 
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Table 38 : Place of delivery according to type of family structure. 
Place of delivery 
Family structure 
Hospital Home Transport Health Total 
Centre 
Husband 85 37 2 1 125 
(68.0%) (29.6%) ( 1.6%) ( 0.8%) (84.5%) 
Husband and parent 7 0 0 0 7 
(100%) ( 0 % ) ( 0 % ) ( 0 % ) ( 4.7%) 
Husband & in law 13 1 0 0 14 
(92.9%) (7.1%) (0%) (0 % ) ( 9.5%) 
Husband and others 2 0 0 0 2 
(100%) (0 % ) ( 0 % ) ( 0 % ) ( 1.3%) 
Total 109 36 2 1 148 
(73.7%) (24.3%) ( 1.3%) ( 0.7%) (100%) 
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7. Number of days mothers were hospitalised after delivery. 
The average number of hospital stay after delivery was 2.6 days. 47.7% of mothers 
were hospitalised for only a day , 20.0%, 3.7%, 4.6%, 5.5% and 8.3% for 2, 3, 4, 5, 
and 7 days. The others ( 10.2% ) stayed at the hospital from 8 to 35 days and the 
longest hospital stay was for 35 days while the shortest was for half a day. 
84.7% of the mothers said that the services given at the hospital was satisfactory, while 
another 8.1 % said that it was very satisfactory and 7 .2 % said that it was not 
satisfactory. 
10.1 % of the mothers felt that it was very difficult to get ambulance services. 23.7% 
said that ambulance services was satisfactory and 60.1 % claimed that they did not 
know much about ambulance services. 
8. Home delivery 
48.7% of mothers who delivered at home claimed that they chose home delivery 
because they always had an easy labour. 43.6% delivered at home because they had 
short labour and had no time to go to the hospital. The other reasons given for home 
deliveries were:- 
- Nobody to look after other children at home 
- Usually the services given by the hospital staff is not 
satisfactory 
- No transport to go to the hospital 
- Scared to undergo operative procedure if delivered at the 
hospital 
( 30.8%) 
( 28.2%) 
( 23.1%) 
(18.0%) 
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- Unable to pay the hospital bill 
- Not used to the hospital conditions 
Some mothers gave more than one reason for home delivery. 
( 18.0%) 
( 12.8%) 
18.0% of the mothers who delivered at home either used the service of the traditional 
midwife or delivered without the presence of any midwife ( born before arrival ). The 
reasons given for this were: - 
- No time to call the goverment midwife 
- The traditional midwife gave other services such as massage, 
washing the placenta, ritual rites and other services 
besides conducting delivery 
- The village midwife stayed near the mother's house 
- Scared to go to the hospital 
- Family chose the village midwife 
- Very close to the village midwife 
( 85.7%) 
( 42.9%) 
( 28.6%) 
( 28.6%) 
( 28.6%) 
( 14.3%) 
Reasons for choosing government midwives during home deliveries were : - 
- The government midwife is well trained and use modem 
methods ( 68.8%) 
- Free services were provided 
- Asked by the traditional midwife to call the government 
midwife 
- Family chose the government midwife 
- Closeto the government midwife 
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( 34.4%) 
( 15.6%) 
( 9.4%) 
( 9.4%) 
9. Transport 
75.7% of the areas were served by the public transport. 42.0% of the areas had the 
public transport available all the time throughout the day, 14.3% had transport available . 
every hour, 32.3% had transport twice a day ( during the daytime ) and 3.5% had 
irregular transport services. 
The most common transport used by the mothers to go to the nearest midwifery home 
or community clinic was motorcycle which were utilised by 56.5% of the mothers. 
30.4% of the mothers were staying within walking dista~ce from the clinic, but about 
4.4% were still using the boat services to cross the river before reaching the clinic. 
61.2% of mothers used motorcycle to go to the nearest health centre, while 13.6% and 
6.8% used the bus and taxi services respectively. 9.7 % of the mothers walked to the 
health centre. Other means of transport utilised were own car, bicycle and boat 
services. 
34.5% of the mothers used their own car to go to the hospital while 29.7% had to hire 
taxi, 10.1 % of the mothers used the ambulance services and the others had to depend 
on neighbours' I friends' car. 
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10. Post Natal Care 
Majority of mothers ( 98.7%) were given post natal care at home irrespective of their 
place of delivery. There were two mothers who were not given post natal care because 
they went back to their mother's house in a different district immediately after being 
discharged from the hospital. Both mothers delivered at the hospital and were 
discharged 2 days after delivery. 
• 
The average number of post natal care given by the health staff to each mother at home 
was 4.7 times. 14.4 % , 11.6% and 16.4~ of the mothers had 3, 4 and 5 postnatal 
nursings while 13.1 % respectively had 2,6 and 7 had postnatal nursings. The 
maximum number of postnatal nur ing given was twenty time . 
11. Knowledge regarding risk factors 
66.9% of the mothers were able to identify preeclamp ia/eclampsia during pregnancy as 
a ri k factor. Thi were then followed by : - 
-Anacmia 
- Retained placenta 
- Antcpartum haemoIThage 
- Post parturn haemoIThage 
- Heart problems 
- vcrduc 
- Abnormal Ii' during d .liv .ry 
-I Iistory of pr ·vicrns ca .sar .an sccti in 
lravida 6 and ah )V • 
(57.7~) 
(42.3%) 
(46.6%) 
(34.59i) 
(31.l %) 
(28.4~) 
(27.0~) 
(26.4'R) 
(24.3%) 
107 
- History of still bi rth during previous pregnancy (21.0%) 
- Preterm labour (20.3%) 
- Age above 40 years old (20.3%) 
-Twin /multiple pregnancy (16.2%) 
52.7% of the mothers were able to identify 1-4 risk factors and only 5.4% were able to 
name more than 15 risk factors. 
11.1. Knowledge of risk factors according to age of mother. 
Fifty per cent of the mothers aged 19 years and below were able to identify between 1- 
4 and 10-14 risk factors respectively. Mother aged 20-34 year mo t of the mother 
were able to name 1-4 ri k factor ( 48.5~ ) followed by 5-9 ri k factor (35.1 ~ ). 
Majority of the mothers ( 61.7%) aged 35 year and above were able to name 1-4 ri k 
factors. Very few mothers ( 5.4% ) were able to identify more than 15 risk factor as 
cen in Table 39. 
11.2. Knowledge of iisk factor according to ethnic i:roups. 
46.7 % and 37.7% f the Malay mother were able to identify 1 to 4 and 5 to 9 ri 
factor re pcctivcly. Chine e mother were able l identify b tween l t 14 risk fact r 
of which 52.6% of the mothers id emifi ·d 1-4 ri:k fact r, and 42. l Ck id zntifi id 5-9 ri k 
factors. The Indian moth •rs were able to identify h .twe in I to risk fact r and 7 .6'R 
of the mothers id ·nti Ii .d h nwccn I to 4 risk fact irs able 0 . 
I OH 
Table 39 : Knowledge of risk factors according to age of mother 
Risk factors 
Age group 
(years) 1-4 5-9 10-14 15-19 Total 
~19 2 0 2 0 4 
(50.0~) (0 % ) (50.0%) ( 0 % ) ( 2.7%) 
20-24 6 7 5 0 18 
(33.3%) (38.9%) (27.8%) (0 % ) (12.1%) 
25-29 21 11 6 3 41 
(51.2%) (26.9~) (14.6%) ( 7.3~ ) (27.7%) 
30-34 20 16 0 2 38 
(52.6%) (42.1~) ( 0 % ) ( 5.3%) (25.7%) 
35-39 21 9 2 2 34 
(61.8~) (26.4~) ( 5.9~ ) ( 5.9~ ) (23.0~) 
40-44 8 2 . l l 12 
(66.7%) (16.7Ck) ( 8.3~ ) ( 8.3~ ) ( 8.1 ~ ) 
>45 () 1 0 () l 
( () % ) (lOO~) ( 0%) ( ()~ ) ( 0.7%) 
Total 78 6 16 14 
(52.7'k· (.11.1%) 10.8%) ( 5.4'k 1 OO<k 
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Table 40 : Knowledge of risk factors according to ethnic groups. 
Risk factors 
Ethnic group 
1-4 5-9 10-14 15-19 Total 
Malay 50 35 15 7 107 
(46.7%) (32.7%) (14.0%) ( 6.6%) (72.3%) 
Chinese 10 8 I 0 19 
(52.6%) (42.19£) ( 5.39£ ) ( 0 9( ) (12.89£) 
Indian 11 3 0 0 14 
(78.69£) (21.49£) ( 0 9( ) ( 0 % ) ( 9.59£ ) 
Others 7 0 0 1 8 
(87 .59£) ( 0 9( ) ( 0 9( ) (12.59£) ( 54.9£ ) 
Ttal 78 46 16 8 148 
(52.79£) (31.19£) (10.89£) ( 5.49£ ) (1 C/( ) 
-1 I 0- 
l l .3. Knowlcd&e of risk factors accord in& to educational level of mother. • 
Mothers with no education were able to identify 1-9 risk factors, while mothers with 
primary education were able to identify 1-14 risk factors. Mothers with lower and 
upper secondary education were able to identify 1-19 risk factors as shown in Table 
41. 
11. . Knowled&e of risk factors accordin& to residence of mother. 
52.8% and 27.8% of rural mothers were able to identify 1 - 4 and 5 - 9 risk factors 
respectively, while 52.5% and 40.0% of urban mothers were able to identify almost the 
same number of risk factors respectively as shown in Table 42. 
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Table 41 : Knowledge of risk factors according to educational level. 
Risk factors 
Education 
level 1-4 5-9 10-14 15-19 Total 
No education 10 4 0 0 14 
(71.4%) (28.6~0 ( 0 % ) ( 0 % ) ( 9.5%) 
Primary 41 13 4 0 58 
(70.7%) (22.4%) ( 6.9~ ) ( 0 % ) (39.2%) 
Lower Sec 14 18 2 4 38 
(36.8%) (47.4%) ( 5.3q{ ) (10.5q{) (25.7q{) 
Upper Sec. 13 11 10 4 38 
(34.2%) (29.0q{) (26.3%) (10.5~) (25.7q{) 
Total 78 46 16 8 148 
(52.7%) (31.1 % ) (10.8%) ( 5.4~ ) (l {)()q{) 
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Table 42 : Knowledge of risk factors according to residence of mother. 
Risk factors 
Residence 
Of mother 1-4 5-9 10-14 15-19 Total 
Urban 21 16 1 2 40 
(52.5%) (40.0%) ( 2.5% ) 5.0% ) (27.0%) 
Rural 57 30 15 6 1 8 
(52.8%) (27.8%) (13.9%) ( 5.5%) (73.0%) 
Total 78 46 16 8 14 
(52.7%) (31.l % ) (10.8%) (5.49{) (100%) 
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12. Family plannin~. 
91.2 % of the mothers were advised on family planning. 77.7'1< of the advice were 
given by the health staff; 8.1 % by the health staff and family members; and 1.3% by 
health staff and friends; 1.3% by friends and 0.7% by family. The remainder were 
advised by combination of health staffs, friends or others. 
62.2% of the mothers under study had practised family planning before the present 
childbirth. The various methods they had ever used were : - 
- Contraceptive pills 
- Injection 
( 54.3%) 
( 0.7%) 
( 0.7%) 
( 0.7'1< ) 
• 
( 1.3%) 
( 6.5o/c ) 
( 7.6%) 
( 0.7o/c ) 
( 0.7o/c ) 
( 0.7'1< ) 
( 0.7°h ) 
( I .5~ ) 
( 3 .. ~ ) 
- Intrauterine device 
- combination of oral contraceptive and condom 
- combination of oral contraceptive and traditional herbs/jamu 
- Condom 
- Calender method 
- Combination of condom and calender method 
- Abstinence 
- Combination of ab tinence and condom 
- Combination of abstinence and traditional hcrbs/jamu 
-Traduional hcrbs/jamu 
- Combination of traditional hcrbs/jarnu and cxercis 
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73.7% of the mothers currently intend or had already practised family planning, 12.2% 
did not intend to practise any form of family planning and 14.2% had not made any 
decision during the period of the survey. The methods to be used or already used were i- 
- Oral contraceptive ( 41.3%) 
- Sterilisation ( 9.2%) 
- Injection ( 3.7%) 
- Intrauterine device ( 2.7%) 
- Combination of oral contraceptive and condom ( 0.9%) 
- Condom ( 6.4%) 
- Calender method ( 6.4%) 
- Ab tinence ( .9%) 
- Combination f abstinence and condom ( 0.9%) 
- Exerci e ( 0.9%) 
- Traditional hcrbs/jamu ( 22.9~ ) 
- Combination of calender method, Traditional hcrbs.jarnu 
and cxerci: e 
- Combination of cxerci c and traditional hcrbs/jamu 
- Combination of ab tincncc and traditional hcrbs/jamu 
( 0.9~ ) 
( 3.7~ ) 
( 0.9~ ) 
58.7% of the mothers made their own choice with or with ut th' ad i. 'of the thcrs. 
46.8 ~ of them other. pra .ti cd the mcth d as advi ·d by th health p 'r nn L, v hile 
22.( ~ by their husband, 14.7<;} hy other family members and .. 77< h th irs. 
-1 I. 
85.3% of the mothers made their own decision on choice of methods with or without 
the influence of others. 61.5% were made by mothers alone, 11.0% by their husband, 
2.7% by friends 1.8% by other family members and 3.7% by health staffs. 34.9% of 
the husbands helped to choose the type of family planning methods to be used by the 
wife. 
12.1. Relation between family plannin~ practice and ethnic 2roup 
71.0% of Malay mothers intend to practise family planning , while 11.2% intend not to 
and 17.8% has not made any decision yet during the period of survey. 89.5% of the 
Chinese mothers and of the Indian mothers respectively intend to practise family 
planning while the remaining decide not to (Table 43 ). 
I 2.2. Family plannini; practice accordini; to education level. 
57.1 % of mothers without any education intend to practice family planning while 
70. 7% of mothers with primary education, 68.4~ of mother with lower econdary 
education and 89.5% of mothers with upper ccondary education re pectively intend to 
practise family planning a hown in Table 44. The r ult al o show that there i a 
significant difference between family planning practice and the level of education of th 
mother . 
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Table 43 : Intention to practise family planning according to 
ethnic groups. 
Intention to practise Family Planning 
Ethnic Group 
Yes No Not sure Total 
Malay 76 12 19 107 
(71.0%) (11.2%) (17.8%) (72.3°'*) 
Chine e 17 l 1 19 
(89.5°'*) ( 5.3% ) ( 5.3%) (12.8°'*) 
Indian 11 3 () 14 
(78.6%) (21.4%) (0°'*) ( 9.5% ) 
Other 5 2 1 8 
(62.5%) (25.0°'*) (12.5%) ( 5.4% ) 
Total 109 18 21 148 
(73.6%) (12.2%) (14.2°'*) (100~) 
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Table 44 : Intention to practise family planning according to 
educational level. 
Family planning 
Education 
Yes No Not sure Total 
No education 8 5 1 14 
(57.1 % ) (35.7%) (7.1%) ( 9.5%) 
Primary 41 7 10 58 
(70.7%) (12.1%) (17.2%) (39.2o/) 
Lower Sec. 26 4 8 38 
(68.4%) (10.5%) (20.1 % ) (25.7%) 
Upper Sec. 34 2 2 38 
(89.5%) ( 5.3% ) ( 5.3% ) (25.7%) 
Total 109 18 21 148 
(73.6%) (12.2%) 14.2~) l ~) 
Chi Square Tc t= l4.176 df = 6 a= 0.05 0.05 > p > 0.02 
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12.3. Family planning practice according to residence of mother. 
72.5% of urban mothers intend to practise family planning compared to 74.07% that of 
the rural mothers as seen in Table 45. The results also show that there is no significant 
difference between family planning practice and residence of mother. 
12.4. Family planning practice according to age of mother. 
75% of mothers aged 19 years and below, 83.3% of mothers aged 20-24 years, 78.1 % 
of mothers aged 25-29 years, 71.1 % of mothers aged 30-34 years, 73.5% of mothers 
aged 35-39 years and 58.3% of mothers aged 40-44 years intend to practice family 
planning as shown in Table 46. The results also show that there is no significant 
difference between age of mother and intention to practise family planning. 
12.5. Family planning practice according to parity. 
85.7% of the primipara intend to practice family planning while 82.6%, 79.20/t, 
63.6%, 76.4%, and 8 l.8% of mother with parity l , 2, 3, 4 and 5 re pcctively intend 
to practis c family planning. 62.20/t of mother with parity 6 and above intend to 
practice family planning, 16.2% decide not to and the remainder ha not yet made any 
decision during the urvcy period as seen in Table 47. Table 48 , how that th re i no 
significant difference between parity and family planning practice among the mother 
under study. 
-1 I< - 
12.6. Family planning practice according to birth interval. 
69.2% of mothers with a birth interval of 0-24 months had not decided whether to 
practise family planning or not. However 66.7% , 80.0% and 96.9% of mothers with 
birth interval of 25-48 months, 49- 72 months and 73 months and above intend to 
practice family planning ( Table 49 ). 
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Table 45 : Intention to practise family planning according to 
residence of mother. 
Intention to practise family panning 
Residence 
of mother Yes No Not sure Total 
5 6 40 
(12.5%) (15.0%) (27.0%) 
13 15 108 
(12.0%) (13.9%) (73.0%) 
18 21 148 
(12.2%) (14.2~) (1()()%) 
df = 3 a= 0.05 p > 0. 9 
Urban 29 
(72.5%) 
80 
(74.1%) 
Rural 
Total 109 
(73.6%) 
Chi Square Tc l = 0.0764 
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Table 46 : Intention to practise family planning according to 
age of mother. 
Intention to practise family planning 
Age (years) 
Yes No Not sure Total 
~24 18 1 3 22 
(81.8%) ( 4.6%) (13.6%) (14.9%) 
25-29 32 6 3 41 
(78.1 %) (14.69() ( 7.39( ) (27.79() 
30-34 27 4 7 38 
(71. l 9() (10.59<) (18.49<) (25.6%) 
35-39 25 4 5 34 
(73.59<) (11.89() (14.79<) (23.09() 
~40 7 3 3 13 
(53.8%) (23.19() (23.19<) ( 8.89( ) 
Total 109 18 21 148 
(73.6~) (12.29() (14.2~) (1009() 
Chi S uarc Test= 5.2284 df = 8 a= 0.05 0.8 > p > 0.7 
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Table 47 : Intention to practise family planning according 
to parity. 
Intention to practise family planning 
Parity 
Yes No Not sure Total 
0 12 2 0 14 
(85.7%) (14.3%) ( 0 % ) ( 9.5%) 
1 19 3 1 23 
(82.6%) (13.1 %) ( 4.3%) (15.5%) 
2 19 3 2 24 
(79.2%) (12.5%) ( 8.3% ) (16.2%) 
3 14 2 6 22 
(63.6%) ( 9.1 % ) (27.3%) (14.9%) 
4 13 2 2 17 
(76.4%) (11.8%) (l l.8%) (11.5%) 
5 9 0 2 11 
(8 l.8lH) ( 0 ~) (18.2lH) ( 7.4% ) 
~6 23 6 8 37 
(62.2%) (16.2~) (21.6~) (25.0%) 
Total 109 18 21 14 
(73.6~) (12.2<R) (14.2<fi ( lOO'/C) 
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Table 48 : Intention to practise family planning in relation to 
parity. 
Intention to practise family planning 
Fruity 
Yes No Not sure Total 
0-2 50 8 3 61 
(45.9~) (44.5~) (14.3%) (41.2%) 
3-4 27 4 8 39 
(24.8~) (22.2~) (38.1 ~) (26.4~) 
;>5 32 6 10 48 
(29.3%) (33.3~) (47 .6~) (32.4~) 
Total 109 18 21 14 
(73.6~) (12.2~) (14.2~) (1()()~) 
Chi Square Tc t = 9.7261 df = 8 a= 0.05 0.5 > p > .2 
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Table 46 : Intention to practise family planning according 
to birth interval. 
Intention to practise family planning 
Birth interval ( mths ) 
Yes No Not sure Total 
0-24 2 2 9 13 
(15.4%) (15.4~) (69.2~) ( 8.8%) 
25-48 36 11 7 54 
(66.7~) (20.4~) (12.9~) (36.5~) 
49-72 28 2 5 5 
(80.0%) ( 5.7~ ) (14.3~) (23.6%) 
~73 31 1 0 32 
(96.9~) ( 3.1 % ) ( 0 ~ ) (21.6~) 
Primipara 12 2 () 14 
(85.7c.k) (14.3%) ( 0 % ) ( 9.5'k ) 
Total 109 18 21 14 
(7 .6~) (12.2'H) (14.2%) (1 ~) 
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DISCUSSION. 
In Malaysia, emphasis has been given to the "risk approach" as means to improve 
maternal and child health services. Guidelines has been developed for the management 
of the high risk pregnant mothers to reduce maternal mortality. Temerloh health district 
had been identified to have problems of high maternal mortality. This study was thus 
aimed to identify the health status of high risk pregnant mothers and develop a more 
effective management strategy for the high risk mothers. 
Most of the mothers identified were from the the rural areas (73.0%), aged 35 years 
and above (31.8%), with primary or no education (43.9%), mo t of them were 
housewives (77.7%) and having a monthly hou ehold income of $350.00 and below 
(38.5%) . Majority of the mothers first got married at the age of 19 year or le 
(44.6%) and had their first childbirth before the age of 24 year (74.3o/c ). Only 73.7o/c 
or the high risk mothers delivered at the ho pital and 73.7o/c of the mother intend to 
practise family planning of whom only 65.1 % practi ed an effective method. 
A report on the 1984/1985 Malay ian Population and Family Survey (MP S) indicated 
that there is about a two year difference in the m an age at fir t marriage b etw en 
Chinese, Malay and Indian mother . The tudy al o howed a ignificant difference in 
marriage patterns according to the educational I evcl of th' worn en. The l 'a t 
educated mothers married at 
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a younger age and the most educated married later with a difference of some five years 
(23 ). This finding is in correlation with the finding of the author. The report also 
describe that those living in the urban area tend to marry later than their rural 
counterparts, with a difference of about 1.5 years. 
In Japan, the average age at first marriage for females in 1985 was 25.5 Years and the 
reason behind this was that women wanted to complete their education and have a 
carrier before marriage ( 20 ). 
Jn fact in advanced countries, most women remained unmarried until the age of 20 - 24 
years as shown in Table 50 . 
Table 51 showed that the 1984/1985 MPFS urvey al o indicated a marked decline of 
ever married women especially for the younger age group compared to various tudie 
carried out since 1947 in Peninsular Malaysia ( 23 ). The delay in age at fir t marriage 
is due to factors such a improvement of women's education and employment 
opportunities. 
The MPFS showed that the median age at fir t childbirth ha n n progr , ively for 
each of the cohort, 17.2 year among member of 195 -1954 cohort to 21. year for 
those in the 1975 -1979 cohort ( 23 ). Thi i of our ' in lin with th ' p ectati n 
given hy the lat 'r age pattern at fir 't marriage. 
Table 50: Trends in Ratios of Unmarried Women Aged 20- 24 years 
in Advanced Countries. 
Country 1950 1960 1970 1980 
Japan 55.2% 68.3% 71.7% 77.7% 
U.S.A. 32.3% 28.4~ 36.3% 51.3% 
Denmark 51.2% 45.9~ 44.7% 72.5% 
Sweden 59.7% 57.5~ 60.0% 83.3% 
U.K. 52.5% 42.0~ 41.2~ 53.7% 
France 49.9~ 54.3~ 50.6~ 51.4~ 
West Germany 67.6~ 54.6~ 41.6~ 60.1% 
Italy 67.5~ 65.6% 56.5~ 55.7~ 
NB : Depending on the country, the figure can be for the approximate 
time rather than the actual year given. 
Source: 11 Demographic Yearbook 11 United Nation. 
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Table 51 : Per Cent of Women Ever-married by Age as Reported in 
Various Census and Surveys Since 1947 Peninsular 
Malaysia 
Years 
Age of women 
(year ) 1947 1957 1970 1974 1980 1984/85 
(ccnsu ) (censu ) (cen u ) (MFFS) (ccn us) (MPFS) 
15 - 19 42 37 16 11 8 6 
20- 24 87 9 57 50 46 46 
5 - 29 96 4 86 79 78 78 
0-34 98 8 94 90 90 4 
5 - 39 98 9 97 94 95 93 
0- 44 98 9 9 98 97 9 
44- 49 98 c9 98 99 7 
I 9 
The median age at first childbirth among Chinese mothers is more than 2 years older 
than the Malay mothers. The result of the 1975-1979 cohort is almost similar to the 
findings of the author, where the mean age at first childbirth of the study population is 
21.9 years with the mean age at first childbirth for Malay, Chinese and Indian mothers 
at 21.9 years, 25.2 years and 19.4 years respectively. 
The MPFS also showed that women living in the urban areas have fewer children than 
their counterparts living in the rural areas. Similar differences are found among the 
ethnic groups and these were even sharper among women of different educational level 
( 23 ). 
In her study, the author noted that there wa no ignificance difference between parity 
and ethnic groups, but there wa a ignificant difference between parity and residence 
or mother; and parity and educational level of mother. Mother living in the urban area 
have fewer parity than their counterpart living in the rural area . Mother with primary 
education or without any education al o tend to have a higher parity compared to tho 
with lower secondary education and above. 
During the 1984/ 1985 MPF it wa noted that 7 ~ of women tarted their fir t 
antenatal visit during the fir t 12 week of pregnancy. Th MPF als reported that th 
most educated mother attended antenatal ch ck up carli zr than th ir gr up 23 ). Thi 
was slightly different from th' finding: f th tudy by th' author \ ho found 
that nly 2.7 Yo had th 'ir first 
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antenatal check up during the first 12 weeks of gestation. The finding also indicates that 
mother's awareness regarding the importance of early antenatal check up is not 
influenced by their educational level. 
A study conducted in the metropolis of Delhi from January to December 1988 
documented that 67.1 % of the pregnant women who delivered in 1988 utilised the 
antenatal clinic. Only 11.7% women were registered before 12 weeks of gestation and 
mean gestational age at registration was 24.71 weeks. The mean inter pregnancy 
interval was 16.51 months. Their average number of antenatal visits was 2.12 per 
women and only 49% paid more than one visit. Women who were older or registered 
early in pregnancy paid more antenatal visits ( 29 ). 
The average number of antenatal vi its for the study population wa 10.1 times per 
mother with 40.5% of the mother making 11 or more visit and and 51.4~ of the 
mothers made between 6 - lOvi its. The average number of time mothers were 
reviewed by the medical officer was 3.6 tim . 
Mother in the high risk group should be encouraged to start their fir t antenatal ch ck 
up as early as possible so that risk factor and complication could be dct ctcd early 
and managed with care. 
The first ant 'natal vi, it was th' most important c ntact bctw n a pr gnant woman and 
the medical personnel. arty antenatal care vi, it will pr vid iducati nal information, 
prophylactic and scr •ning proc dur is to b und .rtak in. This w uld p irrnit tim ly 
int .rv .ntion and manag nn 'Ill. 
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Relevant examination such as early ultrasound ( between 16-18 week gestation ) if 
available can be carried out. Another important purpose of the first vi it was to assess 
the presence of risk factors which might affect the pregnancy in order to determine what 
form of management and treatment will be given on subsequent visits. Depending on 
the risk factors, the amount of specialist antenatal care necessary might be determined 
(30 ). 
The Ministry of Health had recommended a minimum of 8 antenatal visits for each 
pregnant mother. In this tudy, the average number of antenatal visits were 10.1 
time .out of which 51.4% and 40.5% of the high ri k pregnant mothers had between 6- 
10 visits and 11 or more visits re pectively. 
The major risk factor identified in thi study were preeclamp ia (23.7~ ) and anaemia 
(19.6% ), overdue (11.5%) followed by hi tory of previous L CS (1 .1%) and 
history of postpartum haemorrhage due to retained placenta (6.8~ ). The study 
population showed that the incidence of prccclamp ia, anaemia and overdu arc 3.7~, 
3.0% and 1.8~ respectively of the total birth. 
However, de pitc the ri k factors id ntificd am ng th' high ri k pregnant mother , only 
43.2% were home visited by the nur ing per onnel . Thi could be du' to h 'a y 
workload burdened hy health per, onncl . Be id' h m vi itng, th" health per nncl 
had to conduct clinic s .ssior» covering activiti -.. uch a maternal and child h alth arc, 
family planning, nutrition, health education and ha, i' m xlical .are. 
I '> 
A study on grandrnultiparity in Malaysian women at University Hospital, Kuala 
Lumpur from 1 January 1988 until 31December1988, showed that women of parity 7 
and above were significantly more likely to be from lower socio-economic groups and 
suffer from anaemia, hyper nsion and preeclampsia ( 31 ). 
A study on trends in selected obstetric complications from University Hospital, Kuala 
Lumpur showed that the rate of pregnancy induced hypertension in Kuala Lumpur is 5 
- 10% of births ( 32 ). A comparative survey in four Asian countries using standardised 
clinical diagnosis estimated that the incidence of hyperten ive disorders in pregnancy 
varied from 1 % in Vietnam and Thailand , to 5°h in Burma and 31 % in China ( 33 ). 
Another study conducted in Univer ity Ho pital, Kuala Lumpur, Malaysia etwccn 
January l 987 and February 1990 on the ob tetric performance of 240 elderly 
primigravida and 250 young primigravida h wed that the incidence of impaired 
glucose tolerance, diabete , pre term deli v ry, antepartum haemorrhage and 
malprcscntation all increa ed in the elderly primigravida group. Th incidcnc of 
caesarean ection in the older group wa 40.4°h compared with 6.8°h in the y unger 
group ( 34 ). 
A study in T an Yuk Maternity Ho pital, Hong Kong from a 5 y ar mcdi al record 
findings (l 977 to 1982) on 165 elderly primipara compared t 1,443 y ungcr primipara 
also showed that the incidence of diab tc mcllitus, antcpartum ha zrn rrhag ', mild 
hyp 'rt nsion in pregnancy and ut irinc Iibr imyorna incrcas din th' cld rl primipara 
('.\5 ). 
-1 B- 
Another study in Tsun Yuk Hospital, Hong Kong on 118 maternal deaths from 1945 to 
1983 showed that 64 deaths were avoidable. The most common prev ntive cause 
was preclampsia - eclampsia involving 29 patients between 1945 and 1965 and 23 
died from inappropriately treated haemorrhage ( 17 ). 
A study in Jamaica from 1981 - 1983 indicated that the most common cause of 
mortality was hypertensive disease ( 2.7 per 10,000 livebirth ) followed by 
haemorrhage ( 2.1 per 10,000 live birth ) ( 33 ). Another study also carried out in 
Jamaica between 1986 - 1987 al o reported that the major cause of maternal mortality 
was hypertension followed by haemorrhage and infection ( 36 ). 
A study in Addis Ababa, Ethiopia showed that antenatal care, occupation and income as 
risk factors for maternal mortality. The main cau c of maternal m rtality were 
cclampsia and postpartum haemorrhage ( 37 ). 
Another tudy carried out in Anantapur District, Andhra Pradesh, India from July 19 4 
- June 1985 noted that the major clinical cau e of maternal mortality wcr "P 1 ( 36'1<~ 
haemorrhage ( 12% ), eclampsia ( 9'1< ) and retained plac nta 7'1< ) ( 38 ). 
Study of maternal mortality at N. Wadia maternity H pital, B mbay, India from l 2 
- l 983 showed that the achi zvcmcnt in r xlucing mat irnal m rtality r th de ade 
were due to multiple factors like b ucr and cffe 'Live ant 'natal intrunatal and p , inatal 
car'. 11.C 9% and 88.0 I ~1 )f th 
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maternal deaths from 1929 - 1983 were booked and unbooked ca es respectively, 
compared to 41.40% and 58.60% during a period of 1980 to 1988. The main cause of 
admission was due to hypertensive disorder accounting for 26.72% for the period of 
1981 - 1983 and 25.1 % for 1987 -1988 respectively ( 39 ). 
Another study which was canied out at Nowrosjee Wadia Maternity Hospital, Bombay 
from 1929 to 1983 revealed that the direct obatetric death ra had declined from 670 per 
100,000 livebirths for the 1929-1939 period to 40 per 100,000 livebirths for the 1980- 
1983v period. It was empha ised that ideal antenatal, intranatal and postnatal care was 
rcaponsible for this ( 40 ). 
Improvement of antenatal care coverage in developing countrie ha ignificantly 
reduced maternal mortality and morbidity. It i known that fact r uch as poverty, 
low educational level, hortagc of health per onnel , po r information y t m, 
inadequate funds for primary health care, p or rcfc{al sy tern , high proportion of high 
risk prcganacy and failure to involve local community arc limitation to facilltatc g d 
antenatal care ( 41 ). 
The coverage of postnatal nursing I the high ri k pr gnant m th 'r under tudy w 
98.7% and compared to the National c v rage f 67.7o/< at go ernrn nt fa .iltie and 
this achievement is v 'ry encouraging. H wcvcr th' numb 'r f p tnatal nur ing 
carried out for each mother can he improved. 
It 
The study indicated the average postnatal nursing per mother was only 4.7 times which 
was far below the guideline set by the Ministry of Health , that is 8 po tnatal nursings 
for every mother. In this study, only 11.5% of the mothers had a total of 8 or more 
postnatal nursings. Factors which could have contributed to this were :- 
- heavy workload burdened by the midwife I community nurse 
- midwife I community nurse in charge was on leave or attending a 
refresher course and the relieving health personnel had to cover two 
operational areas simultaneously 
- midwife I community nurse wa not aware or not informed by the family 
when mother was di charged from the hospital after delivery. 
In her study, the author found that mother knowledge on ri k factor till need to be 
improved. 52.7% of the mother were able to name only 1-4 ri k factor and only 
5.4% were able to name 15 or more ri k factor . The mo t common ri k factor 
identified by the mother arc prccclarnp ia/cclarnp ia ( 66.9~ ), anaemia ( 57.7~ ) 
untcparturn haemorrhage ( 46.6~ ), retained placenta ( 42.3~ ) and po tpartum 
haemorrhage ( 34.5% ). 
In 1990, 45.4% of the deliveries for Pahang state w red miciliary d liv eric , I whi h 
1.7% were c nducted by traditional midwive, 3.3% by untrained per nnel and 6.5~ 
were horn before the arrival of midwivc .. In Tcrnerl h di trict, 4 . % of th' d ili cri 
in 1990 were homed .livcrics of which 1.5% were c nduct ·d by traditi nal midwi ' 
2.6% by untrained p r. nn J. and 5.< ;f w ·r h m h -f 1' th' arri al r midv if' 42 . 
-1 6- 
One of the most important aspects that must be considered was every high risk mother 
should have an institutionalised delivery. The study showed that 24.3% of the 
deliveries took place at home, out of which 11.1 ~ of the deliveries respectively were 
conducted by traditional midwives or were born before the arrival of midwife. 
Although the main reasons given by the mothers for home delivery were easy labour . ) 
(48.7% ) and short labour pain ( 43.6% ), 28.2% of the mothers prefered home delivery 
because they felt that ervices given by the hospital staffs were unsatisfactory. This 
could be due to the fact that the hospital was usually bounded by strict visiting hours 
and family members were not encouraged to accompany mothers during their hospital 
stay. At times, the hospital staff were overburdened by heavy workload or 
overcrowded ward and thu unable to give pecial attention to each individual. In 
Mentakab Di. trict Hospital, the bed occupancy rate for obstetrical and gynaecological 
case was about 104%. 
Other rea ons that had been given by mother for homed liveric were moth r had no 
transport to go to the ho pital, mothers were cared he might undergo operativ 
delivery procedures at the hospital, unable to pay the h . pital bill and not u d to th 
hospital conditions. 
To overcome the above factors, health education,' ion h eld at h eahh fa iliti , , h uld 
also include other topics beside m cdical nditi ns. Thi uld m"' 
misunderstandings and wrong p ire prions regarding a uilablc 
instance. moth rs could be inform d 1f th' 
r 
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availability of ambulance sevices at all health centres. As shown in this study, only 
10.1 % of the mothers were utilising the ambulance services. 60.1 ~ of the high risk 
pregnant mothers claimed that they did not know much about the ambulance services. 
For mothers who cannot afford to pay the hospital bills, she should be told that she 
could get free services. Another important factor was that all high risk pregnant mothers 
should be booked and reviewed at the hospital at least once during her pregnancy to 
familiarise her with the hospital conditions. In this study, only 71.6% of the high risk 
pregnant mothers were refered to the hospital. 
A study conducted in Kubang Pasu District, Kedah in 1975 showed that 47% of the 
domiciliary deliveries were conducted by trained midwive , 43~ by partly trained 
midwive and 10% by untrained midwivc ( 43 ). 
According to the study the re ons given for leering the untrained midwive were 
- the untrained midwives pr vided many crvice uch a di. p al 
of the afterbirth, wa hing of soiled linen, rend ring of traditional 
mas age 
- the untrained midwife was u ually a relative of them th r 
- acquaintance or familiar with the untrained midwife 
- the untrained midwife lived nearby 
- The trained midwife was not available when their. crvice 
required 
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( 3~ ) 
( 45~ ) 
( 14~ ) 
(24% 
were 
( 7% 
The reasons for selecting the partly trained midewives were:- 
- the partly trained traditional midwives provided many services 
- the partly trained midwives lived nearby 
- mother was acquainted and familiar with the partly trained 
midwives 
- The partly trained midwives had some government approval 
since she had received some form of training 
- feat· of hospitalisation or rudeness of trained midwife 
( 54o/c ) 
( 45%) 
( 24%) 
( 13%) 
( 9% ) 
- Trained midwife was not available when her ervices were needed ( 7% ) 
This study also revealed that the reasons for choosing the trained midwives were : - 
- Service offered by trained rnidwive were modern and afc ( 28o/c ) 
- acquaitancc with or had been recommended to choose the trained 
midwife ( 29o/c ) 
- abide by directive to us e the govcmmant Iaciliti and rvice 
- the services provided were f rec 
- instructed by the partly trained midwife to select the trained 
midwife 
( 18o/c ) 
6o/c) 
( 5o/c ) 
The reason given were almost irnilar to that f und by th auth r in h r tudy, 
although the main reasons for ch sing the scrvic '. f traditi nal birth all ndan 
not the same. 
In her study, th' main r .ason given f lr .ho )Sing truditi mul birth uttcndant: was m th r 
had no time to call th' guvcrnrn ·nr midwife ( 85.7'fr1 . l l iwc v .r, 
I l) 
familiarity with the traditional birth attendants, provision of other servic s besides 
conducting deliveries, mother's house was nearby and choice of TBA by family 
members still had some influence on choice of personnels attending to the deliveries of 
high risk pregnant mothers. 
Government midwives were chosen by high risk pregnant mothers to conduct their 
deliveries for three main reasons - they were well trained and used modern methods, 
free services were provided and advised by TBA to call government midwife. 
TBA's training programmes hould now be focu ed on recognising risk factors in 
pregnancy besides conducting safe dcliverie . They hould also be introduced to the 
coding system and importance of in titutionalised deliveries among the high risk 
pregnant mother . 
A study conducted in Gondar, Ethiopia on role of traditional birth attcndan in 
maternal and child health care and extent by which impr vemcnt can be effected by the 
training programme found that antenatal coverage wa incr ed fr m 12.5o/c t 61.2o/c 
and tetanus immuni ation had incrca ed from 29. l o/c to 65.So/c. Prop rtion of 
deliveries hy trained per onnels al o ros 'from 36.59< t 7 .4o/c ( 44 ). 
An evaluation of domiciliary midwi 'ry in uburban ar a f B min ity Nig cria fr m 
1982-1985, revealed that b th m th 'r, and th' miwifcry s taff, lik id th int' rati n f 
traditional birth au mdants int l primary h ialth car 45 ). 
\.H) 
A study conducted in rural West Java showed that semiliterate traditional birth 
attendants could be trained to monitor risk factors in pregnant mother if the factors 
were clearly defined, antenatal cards with a simple layout were used and continuous 
training and supervision were provided. The study was carried out for a period of 3 
months, and records of 37 patients were used by nine participating traditional birth 
attendants. 52. % of the pregnant women under study were found to have one or more 
risk with an average of 1.73 risk per women.The principal factors that the traditional 
birth attendants were trained were to identify factors such as birth interval;gravidity, 
weight chart and age ( 46 ). 
The MFFS conducted in 1974 showed that 53~ of married women practised family 
planning. The number of married women practising birth control was lowe t among the 
younger age groups. It increa ed with age and ub quently declined again among 
women over age of 40 year . Use of contraceptive, in term of efficient methods 
was greatest in urban areas, e pccially among the educated Chine e. U of 
contraceptive was lowest among the rural Malay with lowest education ( 23 ). 
In 1984/1985 MPFS, it wa found that the number of women u ing c ntra eptive was 
62% and were highest among women who were in their 30' who already hav two or 
more children. A with the 1974 MFFS, the u c f c ntra ptivc wa high tin the 
urban areas, among the hin '. c and the highc t educated. Am ng th' Malay th' 
proportion using efficient m nhod: wa mark idly le 20% ) . Th ariance in 
contraceptive use according 
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to educational level was relatively small for the Chinese and Indians, except among the 
highly educated Chinese. The Malays, without any education had the 1 ast number 
practising contraception( 10% ) and those with 7 - 12 years schooling the highest ( 26~) 
( 23 ). 
The 1984/1985 MPFS also indicated that the most common method practised for birth 
control was oral contraceptive ( 24% ), followed by condoms ( 15%) and the 
traditional folk methods ( 18% ) ( 23 ). 
In her study, the author found that 73.7% of the mother studied intend or had already 
practised family planning, out of which 65.1 o/( were u ing effective family planning 
methods. The most common method are oral contrac ptive ( 41.3o/( ) and sterilisation 
(9.2% ). 25.4% of the mother are till practising the traditional folk method . 
Acceptance of traditional folk method could be due to reason uch as :- 
- familiarity with the method and mother believe that traditional method 
arc good for her health 
- contraindication to oral contraceptive and mother are cared to practi 
other effective method 
- scared to take the oral contraceptive pill ( P) r f their id eff ts 
- Unavailability of crvicc such as insertion of intra utcrin > de ic at 
health centres or mother. arc unwilling t practi 'th> m th d 
- tcrilisation arc not favour d hy s me Muslim m th ·r, 
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A study on use of contraception in South Asean countries indicated that the 
proportion of married women protected by contraceptives were 71.0% in Singapore 
( 1977 ), 36% in Malaysia ( 1974) and 39% in Thailand ( 1975 ). The Singapore 
figure was comparable to the same category of women in Hong Kong with 72% ( 1976), 
, Japan with 62% ( 1975 ) and U.S.A. with 68% (1976 ). The age distribution of 
married women using contraceptives in Malaysia and Thailand followed an inverted U- 
shaped pattern suggesting that it was likely that contraceptive methods were used more 
for family limitation rather than for birth spacing, however age differentials are not 
pronounced in Singapore. The oral pill appeared to be the most prefered method in 
Malaysia and Thailand, while sterilisation appeared to be the most popular choice of 
contraception among Singapore women. Education and number of living children 
appeared to be correlated with contraceptive use for Malay ia and Thailand but not for 
Singapore. Chine c women formed the large t group of u er among the three major 
ethnic communities both in Peninsular Malay ia and ingapore ( 47 ). 
The 1992 World Population Data heet reported that 51 ~ of married women in 
Malaysia were using some form of family planning of which only 30~ wcr u ing the 
effective method. This wa almo t comparable to Indon ia wher 50~ of marri d 
women practised family planning and 47~ were u ing effective meth d . age of 
effective family planning meth ds were much high r in thcr A ian c untric uch 
, ingaporc ( 73% ), Thailand ( 64~ ), Hong Kong 75% ) and Japan ( 60~ ( 4 ). 
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The world fertility survey has shown that family planning usag in 1980 - 1981 
varied from 69% in East Asia to 11 % in Africa, and that about 300 million couples who 
do not want more children were not using any method of family planning. It has been 
estimated that 5 - 6% of maternal deaths could be averted in Cote d'Ivoire and Nigeria, 
28% in Egypt, 42% in Pakistan and 24% in various coutries if all women aged 15 - 49 
years not currently practicing birth control and wanting no more children were to use 
contraception ( 49 ). 
In Singapore, Maternal mortality rates fell from 40 per 100,000 livebirths in 1965 to 
lO per 100,000 livebirth in 1985. There was al o a progressive fall in abortion- 
related deaths from 15 in 1968-1970 to 9 in 1974-1976. There was no abortion related 
deaths between 1980 and 1985.The factor contributing to thi was the family planning 
policy and the legali ation of abortions. There was a marked increa e in the u e of 
contraception among women of parity 0 or 1 from 43~ in 1976 t 81 ~ in 1985 ( 49 ). 
A Sudan based family health project wa implcm nted from 1981-1983 by the 
University or Khartoum in cooperation with the Mini try of health. ne of the I ocu of 
the project wa on the training and upervi ion of village midwive n vari u a pects 
or health including information about contraceptives for birth pacing, di tributi n f 
oral contraceptives, and refcrals for other method . ne year aft r th' urv y th 
proportion or women aged 30-34 year wh had ever u d ntra cpiivc 
Irorn 25% LO 38%and the proportion CUCT" mtly U ing r C from 13~ t 21 ~ ( 50 ). 
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A report on family planning programmes for the Arab World Region revealed that the 
average age at which a woman entered marriage varied among countries and according 
to culture, rural-urban residence, education level and other factors the median age at 
first marriage was around 18 years. The percentage of married women who were 
unaware of any method of preventing contraception was 22%. Knowledge of 
contraception also varied in different countries depending on their educational level, 
urban or rural residence, age of mothers and availability of the services and supplies. 
The percentage of married women who had used a method of contraception ranged 
from 1 % in Mauritania to 47% in Jordan and 48% in Tunisia ( 51 ). 
The pre cnt study revealed that many high ri k mothers could be saved from the agony 
of the maternal mortality by upgrading the female education tatu and in ten ive health 
education especially among the rural mother with the lower hous hold income. Future 
programmes should be focused on maximum utili ation of available health Iacilitic 
such as ambulance cvices, ho pita! delivcric and effective family planning method . 
A closer rapport and understanding between the health taff , ho pital taf( , mother , 
family members and the community should be encouraged. It i hop d that with good 
management of high risk pregnant mother incidence of maternal death ' pccially 
those due to the preventable factors will be reduced in the near future. 
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RECOMMENDATIONS 
In order to further improve and strengthen the management of the high risk mothers, 
there is a need for a comprehensive plan to ensure effective and efficient management in 
the implementation of various strategies and activities which are multidisciplinary and 
multisocial in nature. At the local level, the District Medical Officer of Health with the 
help of the Health Sisters must play an active role in the implementation of the 
programmes. 
There must be a good rapport, understanding and cooperation between the heallh and 
hospital personnels ( c pecially those managing the high ri k ca es ) and the mother , 
their family members and the community. 
Short and long term strategies mu t be developed to improve the management of high 
risk pregnant mothers. 
A. HEALTH CARE PROORAMME 
The health care a pects that can be improved by variou trat gie 
1) Strengthening in management of high ri k mother . 
All health personnel in the variou level hould be given m r empha i nearly 
detection, proper management and follow up fall high ri k ca e . Refrc h 'r ur n 
various aspects of maternal health care and family planning , hould be gi in ut 
periodically at the district l iv ·I ill! 'IL 
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More home visits should be made once the risks factors were detected to ensure that the 
mothers comply to the advice given and to inform other family members of mother's 
conditions. 
2) Establishment of a surveillance I monitoring system for all high risk cases. 
The main objectives of this system are :- 
1. to provide information that will contribute to the analysis of: 
causes and assosciated factors 
management and follow up of high risk mothers 
pregnancy outcome 
Utilisation of health facilitie and ervic 
to permit a election of preventive measure and for future plan 
to upgrade the ervice . 
11. to provide feedback to the policy maker for futur deci ion making 
111. as a measurement tool for the quality as urance programme 
Jn the development of an effective monitoring sy tern, the Public H alth Nur e hould 
be adequately trained and routinely supervi ed by th Di trier Health Si L r, Di trict 
Medical Officer of Health and the State Maternal and Child Health ffic r. 
3. Increasing the number of h alth p r onnel . 
The number of medical and h alth per onn l d t r and nur ing p r. onncls n d 
to be reviewed to cater for the incrca ing workl ad with th' intr du tion f n ~w 
programmes and interventions. urrcntly, po. ting of 
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medical and health personnels are based on type of facilities. In the future planning, 
number of medical and health personnels must al o be ba ed on the workload of the 
area served. 
The district hospital should also be upgraded to cater the increasing number of hospital 
deliveries and to improve the existing condition of high bed occupancy rate. 
4. Upgrading of existing health services such as availabilty of IUCD insertion 
services by trained doctors at all health centres. 
5. Setting up of Dying squad ervice to en ure ambulance ervice , medical 
equipments and competent medical per onncl arc alway available during emergency 
period. 
6. A there arc till some remote area uch as the aborigine settlement and areas 
along the river rhine, a '" midway maternity home ' for high risk pregnant mother 
could be considered. High risk pregnant mothers can tay h re while awaiting delivery. 
Health personnel hould be assigned to check mother health condition daily. Thi 
will also solved the problem of overcrowding at the di trict h pital. How ever, the 
home will be be. t located near the ho pi Lal or health centre . 
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B. HEALTH EDUCATION. 
The scope of health education topics also need to be expanded. Besides the medical 
subjects which are often discussed currently, topics such as availabilty and utilisation of 
hospital services, preparation and familiarising of mothers for hospital deliveries and 
effective family planning methods should also be included. 
Health Education should also be focused not only on the mother, but also to her 
husband , other family especially her parents and parent in laws , the traditional 
birth attendants and the community. 
1. Mother should be well informed about her actual condition . Ample time 
should he given for mothers to a k question about her condition and not frightened 
hy threats but ensure that they fully under tand of the actual situation. 
Group discussion and coun elling among mother with imilar problem hould be 
encouraged and carried out in a very informal manner but upervised health p r onn l . 
Participation of other mother with previou imilar problem can be beneficial. Her 
previous experience can be narrated to mother having a imilar condition. Mother at 
times should be given the right to di cu, topic of her choic and participat m r 
actively in health education activities. 
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2. Husband and family 
It is very important to inform the husband and family as at times this group of people 
can be very influential towards any decision made by the mother. At present 
participation of husbands in maternal health care are minimal. Husbands should be 
encouraged to accompany their wives during antenatal visits or even deliveries. 
Maternal care should be seen as one of the important component of family health by 
mothers, her husband and other family members. 
3. The Traditional Birth Attendants. 
In the past, training of traditional birth attendants were more emphasised on the practice 
of safe delivery. The focus of training the traditional birth attendan should n w be 
focu ed more on :- 
- identification and y tern of rcfcral for further management of the 
high ri k cases 
- introduction to the coding y tern f high ri k mother 
- importance of ho pita! delivery for high ri k mothers 
4. Influential people within the community uch a rcligiou lead r village 
leaders and women leaders can al be utili d t help the health p 'r onn •I in 
identification and rcfcral of high ri k ca . ommunity participation can be v ry u zful 
to upgrade the haclth status of th community. 
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Health Education activities can be canied out at various levels. 
a) At the Health Centre Level 
This can be canied out through : - Health talks 
- Group discussions 
- Pamphlets and posters 
- Exhibitions 
b) Mass media such as radio and television 
c) Community Halls 
This should be canicd for the entire community but be aimed at few 
target groups such as the community leader, religiou leader, local 
counccllors, teachers, estate manager , women's asso ciation etc. 
d) At home 
This can be achieved through prop rly planned home vi its by health 
personnels especially the rnidwiv and the community Nurse as they 
arc the" first line" personnels who ha clo c comae with th family. 
The home visit I nursing c ion hould b fully utili d to educate 
both mother and other family m mb r on veral ubj ts uch a 
importance of early and regular antenatal care, ri k fact r - their 
complication and managem nt, available upp rt irvic , etc. 
C. FAMlL Y PLANNING. 
amily planning and usage of cff cti ' m eth d • h uld h given a t p pri rity in 
handling or high ri: k moth •r, esp .cially aft 'r d 'Ii ry. 1 th irs .h uld be w 11 
inform 'd or various available m .thods and th m ):t suitable m ·th d f r h ·r · nditi n. 
I low .vcr, moth ·rs should he allow .d to make her O\ n .h )i ·' and pr fer nee on 
m .thods to be us '(I. 
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Updating family planning services and knowledge of health personnels on should be 
done regularly in collaboration with the National Family Planning and Population 
Development Board. 
D. INTERSECTORAL COLLABORATION. 
To gain full achievement in the management of the high risk mothers, intersectoral 
collaboration with various government and non governmental agencies are very 
important to ensure a full support while carrying out the planned activities. Some of the 
agencies and personnels that could be involved are : - Department of the aborigines, 
ministry of home affairs 
- Department of information 
- Land scheme developer I manager 
- Estate manager 
- District Officer 
- Community leaders such as the religion lead r , village 
heads and the traditional borth attendants 
- woman's a sosciation etc. 
This is very important, as in order improve the quality of life, ther mu, t be ollcctiv 
responsibilities and full commitment from all level , b th th individual and th 
community. 
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ANNEXE 
DEFINITION 
1. Age of mother 
Age of mother taken to last complete years as on the day of registration at 
the antenatal clinic for her most recent pregnancy 
2. Anaemia 
When the blood haemoglobin level detected during pregnancy is less than 
9 gm% 
3. Birth interval 
Period of the la t childbirth to the pr ent delivery (in months) 
4. Born before arrival ( BBA) 
Mothers who delivered their baby before the arrival of th midwife. 
5. Delivery 
Complete expul ion of the product of conccpti n by any mean, irre pective 
of duration of pregnancy. 
6. Eclampsia 
The occurcncc of one or more convul. i ns.not attributabl to th r cerebral 
conditions such a epilepsy or cerebral haem rrhagc, in a patient with 
cclarnp: ia. 
7. Government midwife 
A woman who has undergone formal training of midwifery pra 'tic· and 
has passed r .quircd .xamination and is rnpl Yl d hy th· go imman 'l. 
8. I l .alth distri ·1 
Th· geographical sub di isional ar ·a: or u stat r ir v hich is und ·r th· 
responsibility or l 1 ·alth Administration. 
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9. High risk mothers 
Mothers who has one or more risk of the factors as listed in Appendix 1. 
10. Housewife 
A women who basically does domestic work and does not earn any form 
of payment for it. 
11. Hypertension 
The ri e in systolic blood pressure of 140 mmHg or more or diastolic 
pressure of 90 mm Hg or more. 
12. Income 
Total income of husband and wife calculated by month. 
13. Level of education 
Refers to the level of education that a per on attained. 
a. No education - has not attended chool at all 
b. Primary education - has gone through partially or c rnplctely tandard 
l - 6 of primary school. 
c. Lower secondary education - ha gone through partially or c mpletely 
Form 1 - 3 of secondary school 
d. Upper secondary education - ha gom through partially or completely 
Form 4 - upper 6 of secondary chool 
c. Tertiary education - ha gone thr ugh higher education uch as coll zge, 
polytechnic and university. 
14. Livchirth 
xpulsion f the product of cone ipti n whi .h sh w any ·ign f iabilit 
such as rnovcrn int if voluntary muscles, c ird pulsati in.presence of heart 
h ·at or breathing at time pf dcliv .ry. 
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15. Maternal Mortality Rate 
Number of maternal deaths per 1,000 livebirth in a particular year. 
16. Occupation 
Refers to the main job as person holds presently and which occupies 
most part of his or her working time. 
17. Parity 
The number of times a woman has delivered a foetus of 28 weeks or 
more, regardless of whether the foetus was alive or dead at the time of 
delivery. 
18. Poverty line 
A monthly hou ehold income of $350.00 or le 
19. Prccclampsia 
The development of hypertension with protcinuria, oedema r both, due 
to pregnancy or the influence of a recent pregnancy. 
20. Respondent 
Those mothers who f ulfillcd the criteria of high ri k mother and 
selected as the study population in thi urvey. 
21. Rural area 
Localities or areas with popul.ati n of 999 and below and all 
ungazcucd area' at the Lime of 1980 ccn u . 
22. Safe delivery 
When all three stages of d 'livery conducted by train 'd p r. nn ·I. 
23. Traditional birth attendant 
A p .rson who assists a moth .r at childbirth and v h l initially acquit .d 
her skills dcliv ·ring babies hy h rsclf or hy we rking v ith oth 'r B and 
practicing traditi ma! methods. 
-1 ) 1- 
24. Trained personnel 
The person who has undergone formal medical and health training 
course in midwifery practice and has passed a required examination and 
later either employed by the government or private pratice. 
25. Toxaemia ( of pregnancy ) 
Other terminology used for preeclampsia and eclampsia. 
26. Urban areas 
Localities or areas with population of 10,000 or more and all gazetted 
areas at the time of 1980 census. 
27. Unsafe delivery 
These arc deliveries conducted by untrain d per onnel, born before 
arrival of health staff and not attended at all. 
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ANNEXE 2 
RISK FACTORS IN OBSTETRICS 
( Adapted from guideline for management of high risk cases in pregnancy, second 
edition, Ministry of health, Malaysia) 
CODE RED - Immediate Hospital Admission 
1. Heart disease in pregnancy with signs and symptoms. (Breathlessness, 
palpitations ) 
2. Urine sugar - red or orange 
3. If more than 32 week and Hb le s than 9 gm ~ 
4. Mild pre-eclampsia and more than 36 weeks gestation 
5. Severe pre-eclampsia 
6. Eclamp ia 
7. Antcpartum haemorrhage 
8. Pre-term labour - gestation Jc than 37 week 
9. Abnormal pre cntation during labour 
10. Primigravida more tha 12 hour of labour 
11. Multigravida more than 8 hour of lab ur 
12. Cervical dilatation remains static f r 6 hour, 
13. Second stage more than one hour 
14. Mcmbrancs rupturcd mcrc than s h urs and n t in lab ur 
15. Leaking liquor more than hours and not in lab iur 
16. M .conium stain ·d liquor 
17. Foetal heart less than 120/min or more than 160/min or irregular or 
weak 
18. Post term with a gestation of 42 weeks or more 
19. Prolapsed cord 
20. Postpartum haemorrhage 
21. Retained placenta 
22. Puerperal pyrexia - more than 38 C 
23. Offensive lochia 
24. Atonic bladder (urinary retention) 
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CODE YELLOW - Refer to doctor at Health Centre or Ho pital 
1. Rhesus negative 
2. Haemoglobin less than 9 gm % 
3. Mild pre-eclampsia and less than 36 weeks gestation 
4. Dyspnoe on exertion 
5. Urine sugar - green or yellow 
6. Urine albumin - one+ 
7. Multiple pregnancy 
8. Breech I Oblique I Transver e lie with no labour pains 
9. Temperature more than 37.5 C 
10. Any doubt about the foetal heart 
l l. Decreased foetal movements 
12. Fundal height smaller or larger than dates 
13. Head high at term ( primigravida ) 
14. Poor weight gain 
15. Post dates ( 41 weeks of ge ration and above ) 
16. Obc ity - 0 kgs. or more 
17. Other medical condition (pre ent pregnan y ) 
18. Previous urgcry 
19. Drug addiction 
20. Previous obstetric history 
1. Consecutive abortions 
11. Stillbirths 
lll. Perinatal deaths 
IV. Caesarean section 
V. 3rd degree tear 
VI. Prolonged labour 
Vll. Instrumental delivery 
Vlll. Post partum haemorrhage 
IX. Foetal abnormality 
x. Birth weight < 2 kg. or > 4 kg. 
XJ. Retained placenta 
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CODE GREEN -Refcr cases to Public health Sister or Public health Nurse 
1. Maternal age - Primigravida : below 17 years 
35 years and above 
Multigravida : 40 years and above 
2. Gravida 6 and above 
3. Birth interval - less than 2 years or above 5 years 
4. Mothers with special problems 
- Psychiatric 
- Handicapped 
- Single parent] 
5. Height less than 145 cm 
6. Unsure of dates 
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CODE WHITE - Cases for Home Delivery 
1. Gravida 2 - 5 
2. No previous obstetric problems 
3. No medical problems like 
-Anaernia 
- Hypertension 
- Diabetes 
- Heart disease 
- Tuberculosis 
-Astma 
4. No complications in the present pregnancy 
5. Cephalic pre cntation 
6. Suitable home for delivery 
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ANNEXE3 
BORANG KAJI SELIDIK 
Nombor Pendaftaran 
Tcmpat pendaftaran 
A. BIODATA UMUM. 
IS TERI SU AMI 
1. Umur ( dalam tahun ) 
2. Taraf Pcndidikan 
3. Pckerjaan 
4. Bangsa 
5. Pcndapatan tiap bulan 
6. Alamat rumah 
7. Jarak rumah kc KD/RBK tcrdckat 
8. Jarak rumah kcPKK/PK/PKB/ Hospital De a terdekat 
9. Jarak rumah kc Ho pital Daerah terdckat 
10. Umur kctika pcrtarna kali hcrkahwin 
11. Umur kctika rnclahirkan anak p rtama 
12. Jumlah anak yang pcmah dilahirkan 
___ km. 
____ km. 
____ km. 
___ tahun 
tahun --- 
rang 
13. Jumlah Keguguran ( sebutkan bila, bulan dan tahun 
mcngalami keguguran) kali --- 
Tarikh mengalami keguguran 1.: _ 
11.: ------- 
111. : ------- 
14. Riwayat kehamilan yang lalu :- 
Tarikh Tern pat Disambut 
mclahirkan melahirkan oleh 
Lahir Keadaan anak sekarang 
hidup ( sebutkan tarikh 
atau kematian jika sudah 
mati rneninggal ) 
I. 
11. 
111. 
IV. 
V. 
VI. 
VU. 
viii. 
IX. 
x. 
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15. Adakah puan pemah mengalami masalah/komplikasi pada kehamilan 
yang lalu? ( ) Ya 
( ) Tidak 
16. Jika ya,sebulkan komplikasi yang puan alami pada kehamilan yang lepas 
( ) i. Tumpah darah semasa mengandung 
( ) ii. Tumpah darah selepas bersalin 
( ) iii. Keguguran bcrturut-turut lebih daripada 2 kali 
( ) iv. Anak mati dalam kandungan 
( ) v. Pcm bed ah an caesarean ( LSCS ) 
( ) vi. Sakit bersalin lama ( prolonged labour) 
( ) vii. Lain-lain ( Nyatakan ) 
17. Dcngan siapakah puan tinggal? 
( ) i. Ber arna uami dcngan/tanpa anak 
( ) ii. Bcrsama ibu dan bapa 
( ) iii. Bersarna ibu dan bapa mcrtua 
( ) iv. Lain-lain (jclaskan) _ 
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B. RIW A Y AT KEHAMILAN YANG BARU LEPAS 
1. Usia kandungan scwaktu perneriksaan kandungan pertama : _minggu 
2. Jumlah pemeriksaan kandungan kali 
3. Tempat pemeriksaan kandungan : KD/RBK kali 
PKK/PK/PKB/Hosp.Desa kali 
Hospital Kerajaan kali 
Klinik Swasta kali 
4. Jumlah pcrneriksaan oleh doktor kali 
5. Adakah faktor risiko dikesan : ( ) Ya 
( ) Tidak 
6. Jika dikesan, sila nyatakan 1. ------------- 
11. ------------- 
111. ------------- 
7.Bilakah fuktor ini dike an : ( ) i. Serna a mengandung _ minggu 
( ) ii. cmas a mclahirkan 
( ) iii. sclepa mclahirkan 
8. Adakah Puan dimaklumkan dan diberi penjela an mengenai Iaktor ri iko 
yang Lelah dikcnalpasti tcr ebut?: ( ) Ya 
( ) Tidak 
9. Siapakah yang mcmbcrikan pcrjelasan ter 'but . 
( ) i. JD/BT 
( ) ii. Penolong Jururawat 
( ) iii. Jururawat Tcrlatih 
( ) iv. oktor 
) v. iktor I ukar 
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I 0. Apakah puan mernberitahu suami /k:eluarga puan mengenai hal ini ? 
( ) i. Ya 
( ) ii. Tidak 
11. Adakah Puan dirujuk kepada Doktor? ( ) Ya 
( ) Tidak 
( ) Ya 
( ) Tidak 
12. Adakah Puan dirujuk kehospital ? 
J 3. Adakah Puan pcrgi atau tidak keho pital ? ( ) Ya 
( ) Tidak 
l4. Jika ya, siapakah yang mcnghantar puan keho pital? 
( ) i. Suami 
( ) ii. Ibu/bapa atau ibu/bapa rnertua 
( ) iii. Kakitangan kcsihatan 
( ) iv. Kawan /Jiran 
( ) v . Lain-lain ( jelaskan ) 15. 
Adakah Puan dina ihatkan untuk dima ukkan kewad ? ( ) Ya 
( ) Tidak 
16. Adakah Puan mcngikuti na: ihat tcrs 'but ? ( ) Ya 
( ) Tidak 
17. Jika ya, mcngapa anda h 'r, etuju untuk dirna: ukkan k 'wad ? 
( ) i. Mcngikut sahaja apa yang telah dina ihatkan oleh d >kt r 
( ) ii. ntuk kcsclarnatan saya dan hayi yang .ayu kandunu 
( ) iii. Lain-lain ( J .laskun ) : ------------- 
-173- 
18. Jika tidak , mcngapa anda enggan dimasukk:an kehospital ? 
( ) i. Saya takut dirawat dihospital 
( ) ii. Tidak mempunyai uang untuk membayar bil hospital 
( ) iii. Tidak ada orang untuk menjaga anak dirumah 
( ) iv. lngin mendapat persetujuan suami terlebih dahulu 
( ) v. Saya berpendapat masalah yang saya alarni tidak merbahaya 
( ) v. Lain-lain (jelaskan): --------------- 
Jika and a tidak pcrgi kehospital atau enggan dimasukkan kewad , sila jawab 
soalan 19 - 20. 
19. Apakah nasihat susulan diberikan oleh kakitangan kesihatan 
( ) i. Ya 
( ) ii. Tidak 
20. Kcpada siapakah na ihat itu dibcrikan 
( ) i. aya scndiri 
( ) ii. suami 
( ) iii. Ibu/bapa atau ibu/bapa mertua 
( ) iv. Lain-lain (jelaskan): --------------- 
21. Apakah lawatan rumah dibuat oleh kakitangan kc, ihatan 
( ) i. Ya 
( ) ii. Tidak 
22. Bera pa kalikah lawatan rum ah dibuat set elah f aktor risik dik 'San . 
kali ---- 
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23. Siapakah yang membuat keputusan untuk pergi kehospital atau tidak: 
( ) i. saya sendiri 
( ) ii. suami saya 
( ) iii. Ibu/bapa atau ibu/bapa mertua 
( ) iv. Lain-lain (jclaskan ) --------------- 
24. Dimanak:ah Puan dinasihatkan oleh Bidan/jururawat/doktor melahirkan 
anak: tersebut? 
( ) i. Hospital 
( ) ii. Rumah 
( ) iii. Tidak diberi apa-apa nasihat 
25. Waktu bilak:ah keputu an untuk menentukan tempat Puan melahirkan 
anak tcrscbut dibuat? 
( ) i. Serna a mengandung 1 - 6 bulan 
( ) ii. Scmasa mcngandung 7 - bu Ian 
( ) iii. Scrnasa cukup bulan 
( ) iv. Scmasa sakit untuk mclahirkan 
( ) v. Lain- lain ( jelaskan) : 
26. Siapakah yang mcmbuat keputu an ter ebut? 
( ) 1. saya cndiri 
( ) II. uarru 
( ) iii. lbu/bapa atau ibu/bapa rncrtua 
( ) iv. Lain-lain ( j 'la kan ) : 
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28. Siapakah yang mcnyambut kelahiran tersebut ? 
( ) i. Doktor 
( ) ii. Bidan Terlatih/ Jururawat Desa 
( ) iii. Bidan Kampung 
( ) iv. Bersalin sendiri ( BBA) 
( ) v. Lain-lain ( Jelaskan) --------------- 
29. Bagaimanakah cara Puan bersalin ? 
( ) i. Normal ( SVD ) 
( ) ii. Forseps 
( ) iii. Vakuum 
( ) iv. Pcm bedahan 
30. Siapakah yang mencntukan bidan untuk menyambut kelahiran bayi 
Puan ? 
( ) i. Saya sendiri 
( ) ii. Suami 
( ) iii. Ibu/ ibu mertua 
( ) iv. Bapa/ Bapa mcrtua 
( ) v. Kakitangan kesihatan 
( ) vi. Lain-lain ( jela kan ) 
31. Dimanakah Puan mclahirkan ? 
( ) i. Rumah 
( ) ii. Ilo pital 
( ) Jll. alam kcndcraan /pcrjalanan 
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32. Sila sebutkan Iaktor-faktor risiko yang anda ketahui. { Tandakan ( v) 
sckiranya faktor tcrsebut dikcnalpasti oleh ibu } 
( ) i. Mcngandung kali keenam dan keatas 
( ) ii. Berumur lebih 40 tahun 
( ) iii. Jarak kehamilan kurang dari 2 tahun atau lebih 5 tahun 
( ) iv. Kurang darah (Anaemia) 
( ) v. Darah tinggi semasa mengandung ( Preeclampsia/eclampsia) 
( ) vi. Mengidap sakit jantung 
( ) vii. Mcngidap akit kcncing manis 
( ) viii. Tumpah darah sema a mengandung 
( ) ix. Tumpah darah ernasa ber alin 
( ) x. Lckat uri 
( ) xi. Melahirkan secara pembedahan pada kelahiran yang lepas 
( ) xii. Anak kembar I kandungan kernbar 
( ) xiii. Lcbih masa 
( ) xiv. Bcrat badan tidak naik atau berganjak dari asal 
( ) xv. Sakit bcr alin sebelum cukup bulan ( preterm labour) 
( ) xvi. Sakit bersalin lebih daripada 16 jam pada kchamilan pcrtama 
atau lcbih daripada 12 jam pada kehamilan lanjutnya 
( )xvii. Mcntuban pccah lcbih daripada 6 jam 
( )xviii.Kcdudukan bayi tidak bctul zmas a akit b 'r, alin 
( ) xix. Anak rnati dalam perut pada k zhamilan I .pa 
( ) xx. Lain-Jain ( j laskan ) : --------------- 
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Bagi ibu-i bu yang melahirkan dihospital sila jaw ab soalan No. 33 - 37 
33. Kenapakah Puan melahirkan anak dihospital ? 
( ) i. Kerana ianya lebih selamat dan moden 
( ) ii. Dinasihatkan oleh kakitangan kesihatan untu1c bersalin 
di hospital 
( ) iii. Keluarga ( suami I ibu ) mahu saya melahirkan dihospital 
( ) iv. Kerana hospital berdekatan dengan rumah saya 
( ) v. Dihantar kehospital .setelah mengalami komplikasi semasa 
hendak bersalin 
( ) vi. Saya telah dimasukkan kewad sementara menunggu kelahiran 
( ) vii. Lain-lain ( jela kan) : ------------- 
34. Bagaimanakah anda pcrgi kchospital ? 
( ) i. Dengan kendcraan sendiri 
( ) ii. Dcngan kenderaan jiran 
( ) iii. Dcngan kcnderaan awam 
( ) iv. Dcngan ambulan 
( ) v. Lain-lain ( jcla kan) : 
35. Siapakah yang menghantar I mcngiringi puan ke ho pital ? 
( ) i. saya pcrgi scndiri sahaja 
( ) ii. uami 
( ) iii. lbu/bapa atau ibu/bapa mcrtua 
( ) iv. Kakitangan kcsihatan 
( ) v. Lain-lain (j 'laskan): --------------- 
36. Bcrapa lama kah puan dirawat dih spital s ilcpa bcrsalin ? hari 
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37. Apakah pendapat anda tcntang layanan yang diberikan oleh kakitangan 
kcsihatan sepanjang masa anda dirawat disana? 
( ) i. Sangat memuaskan 
( ) ii. Mcmuaskan 
( ) iii.Kurangmemuaskan 
( ) iv. Tidak memuaskan langsung 
38. Apakah pendapat anda tentang perkhidmatan ambulans? 
( ) i. Susah untuk mendapatkan perkhidmatan ambulans 
( ) ii. Perkhidrnatan amat memuaskan 
( ) iii. Tidak tahu 
( ) iv. Lain-lain ( jelaskan ) : 
Jika bcrsalin dirumah ila jawab s alan No. 39 
39. Kcnapakah Puan mcmilih untuk mclahirkan dirumah? 
( ) i. Sclalu bcranak cnang 
( ) ii. Kcluarga aya scntiasa berada di amping aya 
( ) iii. Sakit ccpat ( hort labour pain), tidak mpat kehospital 
( ) iv. Takut kena bcdah kirnya bcr alin diho pital 
( ) v. Tidak biasa dengan keadaan ho pital 
( ) vi. Tidak ada orang untuk mcnjaga anak dirumah 
( ) vii. Kcluarga aya tidak membenarkan aya her alin diho pital 
( )viii. Tidak mampu untuk mcrnbayar bil ho pital 
( ) ix. Tidak m cmpunyai kcndcraan untuk pergi kch pita! 
( ) x. Hospital tcrl 'tak jauh dari rurnah aya 
( ) xi. ayanan kakitangan hospital biasanya tidak m .mua kan 
( ) xii. Biasanya kakitangan kesihatan tidak datang untuk memberi 
rawatan lepas bersalin sekiranya bersalin di.hospital 
( ) xiii. Lain-lain ( jelaskan) : --------------- 
Jika bersalin dengan bidan kampung I bersalin sendiri sila jawab soalan 40 
40. Kenapakah Puan bersalin sendiri I memilih bidan kampung ? 
( ) i. Tidak sempat memanggil bidan kerajaan 
( ) ii. Bidan kampung memberi khidmat lain saperti mengurut, 
mencuci uri, jam pi dan lain-lain selain daripada menyambut 
bayi 
( ) iii. Bidan kampung tinggal dekat dengan rumah saya 
( ) iv. Kenal baik dan angat rapat dengan bidan kampung 
( ) v. Kcluarga aya yang mcmilih bidan ter but 
( ) vi. Takut dihantar kcho pital 
( ) vii. Bidan kampung telah mcmbantu ernua keluarga saya cjak 
dahulu lagi 
( ) viii. Lain-lain (jela kan): _ 
Jika mcmilih bidan kcrajaan silajawab oalan No. 41 
41. Mcngapakah Puan rncmilih Bidan Kerajaan untuk membantu kelahiran 
anak Puan tcr cbut ? 
( ) i. Bidan kcrajaan tclah dilatih, zlamat dan mcngguna cara m d n 
( ) ii. Kcrana pcrkhidmatan dib 'ri ' ara p r uma 
( ) iii. Kcnal baik dan rapat d mgan bidan kcrajaan t rs 'hut 
( ) JV. idan kcrajaan tinggal d .kat d ingan rurnah aya 
( ) v. K .luarga rnahu saya bcrxulin d .ngan bidan k rajaun 
( ) vi. I isuruh ol ih hidan kampung untuk m ·manggil bidan k .rajaun 
( ) vii. Lain-lain ( j .laskan 
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42. Apakah daerah Puan rnernpunyai kenderaan awarn ? 
( ) i. Ya 
( ) ii. Tidak 
43. Jika ya, berapa kerap perkhidrnatan dapat diperolehi ? 
( ) i. Setiap rnasa 
( ) ii. Setiap jam 
( ) iii. Tidak tentu rnasa 
( ) iv. Hanya dua kali sehari sahaja iaitu hanya waktu siang hari 
( ) v. Lain-lain ( jelaskan) ------------- 
Untuk soalan No. 44 - 46, pilih jawapan yang disertakan dibawah ini. 
a) Bcrjalan kaki 
b) Dcngan basikal 
c ) Mcnaiki bcca 
d) Dcngan motosikal 
c ) Dcngan bas 
I ) Dcngan kcrcta cndiri 
g ) Dcngan kercta ewa 
h) Dcngan pcrahu mclalui pcrjalanan sungai 
44. Bagairnanakah Puan pcrgi ke KD I RBK? 
45. Bagaimanakah Puan pcrgi kc PKK/PK/PKB/KKIK/Ho pital c a'? 
46. Bagairnanakah Puan pcrgi kchospital '! 
47. Adakah puan dibcrikan rawaian 1 'pas her, alin dirumah: 
( ) i. Ya 
( ) ii. Tidak 
48. crapa kali kah puan dih .ri rawatnn lcpas bcrsalin dirurnah kali 
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49. Pcrnahkah Puan dinasihatkan untuk mengamal Perancang Keluarga ? 
( ) i. Ya 
( ) ii. Tidak 
50. Jika ya, siapakah yang memberi nasihat tersebut? 
( ) i. Kakitangan kesihatan 
( ) ii. Kawan 
( ) iii. Kcluarga 
( ) iv. Lain-lain ( jelaskan) : 
51. Apakah Puan pcrnah m ngamalkan perancang keluarga ? 
( ) i. Ya 
( ) ii. Tidak 
52. Jika ya, Kacdah apakah yang pcrnah Puan amalkan ? 
( ) i. Kala Azar 
( ) ii. Kalcndar 
( ) iii. Suhu badan 
( ) iv. Kondom 
( ) v. Pil 
( ) vi. Suntikan 
( ) vii. Alat dalam rahim 
( )viii. Ber. cnarn 
( ) ix. Minum akar kayu/jamu 
53. Apakah Puan b rcadang untuk m cngamalkan P irancang k .luarga 
s 'I 'pas ini ? 
( ) i. Ya 
( ) ii. Tidak 
( ) iii. Bclum m .rnbuut k .putu: an lagi 
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54. Apakah kaedah yang Puan ingin gunakan ? 
( ) i. Kala Azar 
( ) ii. Kalcndar 
( ) iii. Suhu badan 
( ) iv. Kondom 
( ) V. Pil 
( ) vi. Suntikan 
( ) vii. Alat dalam rahim 
( )viii. Pernbedahan ( Stcrili ation) 
( ) ix. Bcrsenam 
( ) x. Minum akar kayu I jamu 
55. Siapakah mcmbcri anda nasihat untuk mcngarnalkan cara tcrscbut? 
( ) i. saya cndiri 
( ) ii. Kakitangan kc ihatan 
( ) iii. Suami. 
( ) iv. Ahli kcluarga yang lain 
( ) v. Kawan 
56. Siapakah yang mencntukan kaedah yang akan Puan gunakan ? 
( ) i. Saya : cndiri 
( ) ii. Suami 
( ) iii. Ahli k eluarga yang lain 
( ) iv. Kawan 
( ) v. Lain-lain ( J ·la. kan ) : --------------- 
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